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OUR PROBLEMS 


GEO. W. JONES, M. D. 


(Presidential address to the 55th annual session of the New 
Mexico Medical Society at Clovis, N. M., May 13-15, 1937). 


As required by our constitution and in ac- 
cordance with our custom, the New Mexico 
Medical Society has again convened for its an- 
nual meeting. You have awarded me the high 
honor of presiding over this meeting and at- 
tending to the duties of your president for the 
term of office 1937-1938. I, humbly, and with 
a deep sense of obligation, express to you my 
appreciation and gratification for this evidence 
of your confidence. It is my ambition to con- 
duct the affairs of the society with credit to 
myself and honor to you. It seems to me that 
at such a time as this when our members are 
gathered together more than at any other time 
of the year it would be pertinent to recall to 
our minds the chief purposes of our state so- 
ciety. Our constitution reads: 


“The purpose of this association shall be to fed- 
erate and bring into one compact organization the 


entire medical profession of the State of New Mex- ~ 


ico, and to unite with similar societies of other 
states to form the American Medical Association; 
to extend medical knowledge and advance medical 
science; to elevate the standard of medical educa- 
tion and to secure the enactment and enforcement 
of just medical laws; to promote friendly inter- 
course among physicians; to guard and foster the 
material interests of its members and to protect 
them against imposition; and to enlighten and di- 
rect public opinion in regard to the great problems 
of state medicine so that the profession shall be- 
come more capable and honorable within itself and 
more useful to the public in the prevention and 
serge — and in prolonging and adding com- 
to e”. 


In addition to these constituted duties and 
authorities there are many privileges and ben- 
efits which accrue from the associations and 
friendships engendered at our annual meetings, 
such as the renewed interest in our work 
which we take home with us, the rest and vaca- 
tion these few days afford us and the valuable 
instruction received from eminent men who 


give of their time and efforts to elevate the 
standard of the profession to a higher degree 
of worthiness. Another benefit of considerable 
importance to almost all of us is obtained by 
our getting out of our little hole or shell where 
we probably have grown to become self-suffi- 
cient and uncompromising to find that we are 
really only one of many and that we are not at 
all the exceptional personages we have thought 
ourselves to be. Osler’ wrote: 


“No class of men needs friction so much as physi- 
cians; no class gets less. The daily round of a busy 
practitioner tends to develop an egoism of the most 
intense kind, to which there is no antidote. Tie 
few setbacks are forgotten, the mistakes are often 
buried, and ten years of successful work tend to 
make a man touchy, dogmatic, intolerant of cor- 
rection, and abominably self-centered. To tnis 
mental attitude the medical society is the best cor- 
rective, and a man misses a good part of his educa- 
tion who does not get knocked about a bit by his 
colleagues in discussions and criticisms’. 

These annual meetings should constitute the 


outstanding occasions in the professional lines - 
of New Mexico physicians. Due to the fact that 
there are only a few regularly meeting county 
societies in the state, our opportunity of gain- 
ing the benefits derived from communion and 
convention with our fellows is considerably 
limited. Of course our sparsely settled regions 
are greatly to be blamed but other causes 
sometimes contribute, such as the afore-men- 
tioned self-sufficiency or complacency, un- 
wholesome lacal relations, and occasionally 
sheer lack of ambition. The state meeting af- 
fords those who attend it the best opportunity 
of re-interesting, re-educating, and I may add, 
rehabilitating themselves in their profession. 
Only at these yearly convocations can the pro- 
fession hope to gain any solidarity which we 
all realize will turn out to be our greatest in- 
strument of combat to defend ourselves against 
all manner of aggression and invasion. Our at- 
tendance runs variously at 30-40% of the state 
membership and only 20% of the physicians 
practicing in the state. I intend to make it my 
major effort to enlist the interest of every le- 
gally licensed doctor of medicine in the state 
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to join our state society and attend our next 
convention. It is an axiom that the more one 
knows of a subject the more apt he is to like 
that subject. Truly the more one joins in with 
our state meetings, the more good one sees in 
them and the more benefits one gains there- 
from. 


The medical profession has, at this time, 
many problems facing it, chief of which are: 
(1) state regimentation of medicine; (2) in- 
roads of the various cults into the practice of 
medicine; (3) the ‘cost in time and money of 
medical education and equipment in relation 
to the dividends returned; (4) caring for the 
indigents and the families in the middle and 


lower earning brackets; and, (5) taxation, 


especially as concerns the New Mexico sales 
tax, but also other levies such as the tax for 
unemployment insurance and the tax for old- 
age benefits. 


Considering No. 1. State regimentation of 
medicine; We, I believe, all know of its results 
as obtained in England and Germany. It seems 
generally conceded that the traditional patient- 
physician relationship is jeopardized; that the 
work is done: without stimulation to the doctor; 
that a great amount of his time is expended on 
_ reports, thus interfering with the giving of ade- 
quate time and attention to patients. The Brit- 
ish Medical Journal Supplement? comments 
under the title “An Avalanche of Papers”: 
“There is no guide or index and we can well 
imagine a practitioner being bewildered as to 


which document he should consult to enable 


him to determine his course of action in rela- 
tionship to the problem with which he is 
faced”. The Journal of the A. M. A; states: 
“The entire business is so complicated that a 
special form has now been prepared with view 
to serving as a guide book through this maze 
of bureaucratic red tape.” Under state medi- 
cine the doctor is stuck in a pigeon hole, his 
individual status is lost, he is regimented and 
a_once honorable and independent profession 
becomes the tool of politicians. I want to make 
clear the difference from my viewpoint of 
“state medicine” and “social insurance”. In 
state medicine the physician is regimented and 
dominated by the state. In the plan of social 
insurance no political corruption should obtain. 
The employee is obliged to pay monthly pre- 
miums out of his income for a sickness and ac- 
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cident policy—this insurance to be provided 
by private or governmental agencies but un- 
der the direction and regulation of the gov- 
ernment. No panel is used. The physician 
does not work for the state but retains his 
private and individual status and is remuner- 
ated for services through moneys received by 
the employee on his insurance policy. I do not 
mean to say that social insurance is the best 
solution but certainly it is far better than 
straight state medicine. We know that at pres- 
ent those patients who carry sickness and ac- 
cident policies are in much better position to 
pay for medical services than those patients 

The Federal Government is now hatching a 
plan for crop insurance, at present restricted 
to wheat, but if the scheme proves satisfactory 
it will undoubtedly be extended to other crops. 
We have already seen the advent of govern- 
ment “insurance” for old age benefits and for 
unemployment. We must not be blind to the 
trend. We are aware that more and more hos- 
pitals are using some plan of insurance against 
the cost of hospital care; is it any less com- 
mendable to insure against the cost of medical 
care? 

Mention should also be made of “Coopera- 
tive Medicine” as has been suggested by Dr. 
Peter Warbasse, president of the Cooperative 
League of the United States. It is suggested 
that a group of families unite to employ one 
full-time physician which, of course, would be 
similar to the type of contract medicine now 
used in lodges and other groups as well as by 
unscrupulous promoters. It is difficult to un- 
derstand how the principle of “patronage divi- 
dend” could be applied and at the same time 
obtain the services of a competent physician. 
Dr. Warbasse himself warns the group “to be- 
ware lest a physician who is not well qualified 
for the position take the initiative for the pur- 
pose of making a job for himself.” In addition, 
the privilege of the patient consulting the 
physician of his choice is denied. 

Sigerist* in his book “American Medicine” 
says, “The realization that many diseases con- 
stitute a danger to society as well as the indi- 
vidual has led the state to assume the responsi- 
bility for combating these diseases. Tubercu- 
losis and venereal centers (cancer may well 
be next) were established with analytic lab- 
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oratories and serum institutes. The object of 
these centers is primarily diagnostic; but they 
have more and more branched out into ther- 
apy, naturally free of charge”. The result of 
wholesale inoculations and vaccinations by our 
own State Board of Health has brought this 
problem directly to the door of every practic- 
ing physician of our state. Pros and cons have 
been written about the action of our new state 
board in dismissing our former director. I wish 
to go on record as endorsing their action. It is 
difficult to understand why people who can 
afford to pay small medical fees should be 
gratuitously given medical care by expenditure 
of public money. What a howl we would hear 
if state money were used to buy everyone 
food, clothing, legal advice, transportation, etc. 

Considering No. 2. Inroads of Various 
Cults in the practice of medicine: in the last 
session of our state legislature the naturopaths 
introduced a bill which passed the house and 
the senate and was lost only by the veto of the 
governor. The president of the New Mexico 
Naturopathic Association, Incorporated, advis- 
es his colleagues that “It was not vetoed but 
died from a stab in the back, thrust by the 
hand of an assassin”. However that may be, 
he states that at the next session of the legis- 
lature they will be “number one” and strong- 
er than ever. This naturopathic bill allows the 
naturopath to “diagnose and treat human be- 
ings using natural and drugless methods such 
as the use of vhysical culture and manipula- 
tions. food science and fasting, electrotherapy, 
herbology. hydrotherapy, massage, psychology 
and mental science, and sun and air bathing”. 
It appears that to use drugless methods and 
at the same time prescribe herbology is incon- 
sistent and is probably one of its jokers. All 
boiled down, it means practicing medicine as 
medicine includes all these instrumentalites. I 
believe right here is one place where we are 
missing out—namely that the nublic and legis- 
Jators have the impression that doctors of med- 
icine confine their treatment to drugs and sur- 


gery and that therefore, there is a field for 


sects which use other methods of treatment. 
The public does not realize that the medical 
dalities for successful treatment. We ourselves 
profession is eauinpved to use all known mo- 
are partly at fault because, I believe, drugs 
have been and are being used far too promis- 
cuously. If nature could speak, how she could 


denounce us for crediting her cures to our use 
of drugs. Weir Mitchell® states that “All along 
the history of medicine, the really great physi- 
cians were peculiarly free from the bondage of 
drugs”. Osler® once said: “The desire to take 
medicine is probably the greatest feature 
which distinguishes man from animals”. He 
hoped for the time “When we of the profession 
have emancipated ourselves from a routine ad- 
ministration of nauseous mixtures on every 
possible occasion and when we are able to say 
without fear of dismissal that a little more ex- 
ercise, a little less food, or a little less tobacco 
and alcohol may possibly meet the indications 
of the case”. We do not need to be therapeutic 
nihilists but let us be big and honest enough 
to forego writing’a prescription just because it 
is expected or wanted. Let us not be syco-. 
phants on nature but her true and unselfish 
helpers. It is common knowledge how easily 
the public can be hum-bugged in matters med- 
ical. Let us not take advantage of this foible 
by devious and spurious methods of practice 
but endeavor in the diagnosis, treatment, and 
management of our cases to be paragons of 
sincerity and integrity. Our reward will be 
not only increased public confidence at the ex- 
pense of the cults but also a sense of greater 
mutual confidence among ourselves. 


It has been ruled by the attorney general 
that any law specifying “physician” shall be 
construed to include osteopaths. Chiropract- 
ors can now sign death certificates. The pedo- 
paths secured the passage of a bill in the last 
legislature allowing them to “pedopractice” 
unrestrained. Yet, on the other hand, the ba- 
sic science bill fostered by our profession met 
sudden death. Unless we are able to check the 
advance of these cults we shall eventually be 
forced more and more to divide our patients 
with them because they intend to have their 
followers, whether by advertising, salesman- 
ship, chicanery, or plain dishonesty, and I am 
inclined to believe mostly the latter. Woe will 
be to the public as well as to the medical pro- 
fession.. Quoting Sigerist* again, “Therapeuti- 
cally the sects have nothing to offer which 
medicine cannot give. Their evils cannot be 
overcome by law alone. It is essential that 
medicine should undermine the sources of sec- 
tarian popularity by increasing its own effi- 
ciency, improving its organization, and paying 
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closer heed to every necessity of sick human 
beings. To be sure, there will always be a 
residuum, for there is no cure for stupidity”. 
I am of the opinion that eventually the trans- 
gressions of the cults will swing the pendulum 
away from them but what of the harm to both 
public and the profession in the meantime? It 
is pleasant to note that our medical schools by 
constantly raising their standards are going 
ahead in their efforts to better educate our fu- 
ture physicians. The end result will certainly 
be a better prepared and therefore a more in- 
vulnerable profession. 
Considering No. 3. Dividends from the prac- 
tice of medicine: the inroads of various cults, 
the depression, the extension of public health 
activities into what has been heretofore private 
domain, the care and hospitalization given vet- 
erans, the abuse of “indigent” care to include 
many who have possessions being “indigent” 
only because of temporary lack of cash, the 
high cost of medical equipment and armamen- 
tarium, the“cuts” in our fees we are obliged to 
take when treating employees on government 
works and in contradistinction to regular pric- 
es paid for commodities and other services and 
the added taxation we pay, are only a few of 
the forces working to reduce the “net” of the 
doctor’s income. I know of no other class in so- 
ciety that spends so much in preparation, that 
is better educated, that works so hard without 
benefit of eight-hour days or forty-hour weeks, 
that is protected less and that ends up with 
smaller profits than the doctor of medicine. In 
fact he usually ends up with coronary sclerosis, 
the result of a life characterized, as Dr. Harry 
Smith’ of the Mayo Clinic states, “By work 
and responsibility which would constitute a 
crisis for the banker or the business man but 
is more or less routine for the physician”. 
Considering No. 4. Caring for the indigents 
and the families in the lower and middle earn- 
ing brackets: approximately 20-25% of families 
have a yearly income of less than $1000; about 
10% have incomes of over $5000. The 65-70% 
in between constitute the great majority and 
the ones to whom extended sickness means eco- 


' nomic catastrophe. It is then necessary for these 


families to use their savings but unfortunately 
most have no savings. They are then obliged 
to pay in installments or not at all. If a small 
part of the monthly income were budgeted 
over the years for such emergencies they 
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would be able to meet them. But such budget- 
ing for misfortune is the exception. Here is 
where insurance against sickness steps in to 
bridge the gap. Benefits paid prevent the fam- 
ily from being cast upon the economic rocks 
and allow the physician some remuneration for 
his services. The “indigent” class, of course., 
cannot carry sickness insurance and they 
should be taken care of by straight govern- 
ment benefaction at public expense. Let us, 
however, make sure to take steps to safeguard 
against the abuses of indiscriminate indigent 
care. The picture of the rich and the poor get- 
ting the best of care and treatment while the 
middle classes get only what they are barely 
able to pay for is certainly not a pleasant one. 

Considering No. 5. Taxation; it seems to be 
discriminatory that a physician should have to 
pay a gross income tax of 2% on his fees re- 
ceived when those on a salary basis are not 
obliged to pay this tax. Why make any dis- 
tinction on the income of an individual as 
to whether he receives this income by fee 
or salary? Services is apparently the com- 
modity considered to be taxed and should 
not be modified by manner of remuneration. 
Too, it is difficult for a physician to collect an 
additional 2% of his fees and I would guess 
that not one physician out of ten collects this 
tax. When uncollected, as it usually is, we are 
paying, then, 2% on gross which amounts to 
4% or net considering conservatively 50% of 
each dollar received to cover overhead expens- 
es. Add to this 4% the 2% we pay on our pur- 
chases and a physician pays a total of at least 
6% sales tax. The argument of course is that 
we are legally entitled to collect the 2% tax 
from the patient and, therefore, not obliged to 
pay it ourselves. The facts remain however, 
that we do not collect the tax either by reason 
of inconvenience, reluctance, or what not, con- 
sequently having to assume it ourselves, and 
that fees are discriminated against in favor of 
salaries. 

We are paying for our employees a certain 
percent of their wages for old age benefits. If 
we employ 4 persons, we pay for their unem- 
ployment insurance. The employees have been 
benefited; the farmers assisted in numerous 
ways, the laborers given jobs, the banks pro- 
tected, the non-workers relieved, the engin- 
eers, lawyers, merchants, and manufacturers 
benefited by government projects and works, 
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artists and musicians helped by government 
work and contracts, and so on down the line, 
but I know of not one favor or assistance 
granted to the private practitioner of medicine. 
He is, indeed, the greatest example of the 
“homo neglectus”. Unless we take cognizance 
of our plight and by concerted and organized 
action make ourselves heard at this time of 
economic change and turmoil we shall con- 


tinue to be forgotten. 


I realize that the solutions to our problems 
are not simple, that there will be differences 
of opinions, but let me most earnestly urge 
upon you surcease of our lethargy and a unit- 
ed front to keep our profession safely in the 
vanguard. 


1. Wm Osler, address “Functions of a State Faculty,” 
2. British Medical Journal Supplement, March 6, 1937, eae 115. 
of A.M.A., March 27, 1937, Organized Section, page 


Medicine. W. W. Norton & Company, 
5. wou Mitchell—Doctor and Patient. 
6. Osler—quoted by Harvey Cushing—The Life of Sir William 
Osler, Oxford University Press. 
7. Harry Smith—Journal of A.M.A., April 17, 1937, page 1329. 


ECTOPIC PREGNANCY: AN- 
ALYSIS OF 37 CASES AND 
REVIEW OF 2! 2118 CASES 


H. VARNER, M.D. 
LEIGHTON GREEN, Jr., M.D., F.A.C.S. 
El Paso 


uae before the El Paso County Medical Society, Jan. 


A fertlized ovum implanted and growing 
outside the uterine cavity constitutes a grave 
menace to a woman’s life. Diagnosis of such 
implantation remains one of our most difficult 
gynecological problems. In an effort to cast a 
ray of light upon this problem, a study has 
been made of the 37 cases of ectopic pregnancy 
treated at City-County Hospital by various 
surgeons between December 1, 1926 and Sep- 
tember 1, 1936. In addition, a review has been 
made of 2118 cases from recent literature. 

Historical: Albucasis, an Arabian, gave us 
the first known record of a case of ectopic ges- 
tation, in the 11th century. Primerose in 1594 
first removed an ectopic fetus, surgically. In 
1718 Dionis wrote the first autopsy report, and 
not until 1759 was the first operation for extra- 
uterine pregnancy performed in America. 
John Bard was the surgeon. Lawson Tait re- 
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peated the feat in 1883, and by subsequent 
work established the operative technique. 


Incidence: Schuhmann estimates that 1 case —— 


of ectopic pregnancy occurs in 300 normal 
pregnancies in the Hahnemann Hospital. Falk 


and Rosenbloom give 3.49% as the ratio of — 


extra-uterine pregnancies to total gynecologi- 
cal admissions at Harlem Hospital. Masson 


says that 1.4% of all pelvic disorders are ec- ~ 


topics. According to Young, extra-uterine 


pregnancy accounts for 600 annual deaths, iy. 


among 14,730 female deaths in the same area. 
The U.S. Children’s Bureau reported that in 


7,830 deaths from childbirth, 4% were due to ~ 


ectopic pregnancy. Such a mortality for a 
condition so uncommon, demands serious con- 
sideration. ‘ 

Etiology: In general, any obstruction to the 
fertilized ovum’s passage may result in ectopic 
gestation. 

1. Salpingitis is undoubtedly a frequent 
cause. Various authors find a history of in- 


flammation of the pelvic organs in 33% to 80% ~ 


of patients with ectopic pregnancy. In our 
series, 40% showed—at operation—evidence of 
salpingitis. Tyrone et al, in 309 cases, found 
salpingitis associated in 37.5%. Masson elicit- 
ed a history of pelvic disease in 46.9% of 471 
patients with ectopic. 

2. Previous abnormal pregnancies—abor- 
tions (induced or spontaneous), and previous 
ectopic pregnancy are often contributory. In 
our series, only 7 women gave histories of pre- 
vious abortion, but the records were incom- 
plete. Urdan reported history of an abnormal 
pregnancy in 25% of 474 cases. According to 


Taussig, the incidence of ectopic pregnancy ~ 


has definitely increased in Russia following 
huge numbers of legalized abortions. 

3. Obstructing tumors, such as uterine 
fibroids, may halt the ovum in its progress to 
the uterine cavity. 

4. Congenital diverticulae of the tubes were 
demonstrated by Schoenholz in 15 of 32 tubal 
pregnancies. 

5. Prolonged period of sterility is often giv- 
en as a factor. This was infrequent in our 
series. Twenty-two women gave histories of 86 
pregnancies. In none was history obtained of 
a long period of sterility. 

6. Anspach names external transmigration 
of the ovum as a factor—the ovum from one 
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side becoming too large and its trophoblast de- 
veloping an eroding function by the time it 
reaches the other tube. 

7. Utero-salpingography is held responsible 
for ectopic gestation in a case reported by 
Polowe—pregnancy 23 months after salpingo- 
graphy. 

_ Location: In a series of 313 cases, Falk and 
~ Rosenbloom found tubal pregnancy most fre- 
quent in the ampullary portion of the tube, 
less frequent in the isthmial portion, and least 
frequent in the interstitial portion. In most 
series, the right tube is found involved more 
often than the left. James and Lafferty, in 103 


— ectopics, reported the right tube pregnant in 
— 62.4%. Davidow’s 218 cases showed 104 for 
— right tube, 102 for the left. Krueger, with 57 


cases found a similar division: right, 29; left, 


~~ 28. In our series, 18 were in the right tube, 11 


in the left, and in 8 cases the tube was undes- 
ignated. Twenty-nine were ruptured tubes, 4 
are believed to have been tubal abortions, 3 
cases of abdominal pregnancy were listed, and 
one of ovarian pregnancy. The diagnosis of 
ovarian pregnancy is doubtful. 

Race and age: Thirty of this series were 
Mexicans, 5 were Americans, and 2 negroes. 
Ages ranged from 20 to 30, the average age 
being 29.5. Farrar, in 262 cases, concluded that 
63% were between 24 and 33 years of age. 


Clinical types: After the manner of Dav- 
idow, it is profitable to divide a series into 
acute ectopics and old ectopics. It is undoubt- 
edly true that the urgent case is less frequent- 
ly seen than the non-urgent. In our series, 10 
were acute. All were correctly diagnosed be- 
fore operation, and all received operation with- 
in 24 hours of admission to the hospital. In 
this type, the diagnosis is easy. There is usual- 
ly.a history of irregular menstruation or spot- 


ting, and a story of abdominal pain beginning | 


suddenly. The patient is often in shock, with 
a weak, thready pulse, low blood pressure, low 
hemoglobin, and anemia. She looks pale—may 
even gasp for breath. Examination finds a 
soft cervix, and movement of the cervix is 
painful. A poorly-localized mass or a sensation 
of fullness is detected in the pelvis, and the ab- 
domen is diffusely tender and rigid. One such 
case in our private practice was diagnosed by 
a nurse, simply from the patient’s appearance. 

By “old ectopic” is meant the case in which 


SOUTHWESTERN MEDICINE 


rupture or tubal abortion occurred 48 hours or 
more before admission to the hospital. Our 
series includes 27 such patients. Correct pre- 
operative diagnosis was made in only 6, or 
22%, of these. The diagnoses before operation 
ranged from salpingitis, pelvic abscess, and 
tubo-ovarian abscess to acute appendicitis, 
cholecystitis, and intestinal obstruction. These 
women underwent operation 2 days to 2 weeks 
after admission. The symptoms vary so much 
in these old ectopics, that it may be profitable 
to list the more common ones. 


Symptoms: 1. Amenorrhea or altered men- 
struation was found in the histories of 22 pa- 
tients (58%). Krueger reported this suggestive 
history in 100% of 57 patients. Davidow found 
it in 99% of 128. In 500 cases, Fitzgerald & 
Brewer were able to elicit such history in only 
334 (66%). Others: Meagher 81%, Falk and 
Rosenbloom 85%, Tenney 70%. 


2. Pain in lowed abdomen and pelvis. Thir- 
ty-one of our patients (84%) complained of 
pain. In Meagher’s 247 cases 100% had pain. 
Falk and Rosenbloom reported this symptom 
in 91% of 303 patients, and Tenney found it in 
140 (93%) of 150. In other series, totaling 1519 
cases of ectopic pregnancy, pain was the most 
common symptom. 


The pain may be described by the patient as 
lancinating, sharp, severe in the acute cases 
with rupture, or even following tubal abortion. 
The pain of an old ectopic is more often dull 
and constant. History of sudden onset of pain 
is common among the acute cases. 


3. Vaginal bleeding was found in only 22 of 
our series (58%). Other authors found bleed- 
ing in the majority of patients ranging from 
82% in Tenney’s patients to 92% among 
Meagher’s. % 

4. Gastro-intestinal upset is often found 
with ectopic pregnancy. Thirteen of the City- 
County Hospital patients (35%) gave history 
of nausea or vomiting, or both. James and Laf- 
ferty discovered this symptom in only 17 
(16%) of 103 patients, Davidow in 25% of his 
218 cases, others from 29% (Brown) to 60% 
(Meagher). The morning nausea of pregnancy 
is usually absent. 

5. Syncope seems to occur in about half of 
the reported cases. Falk and Rosenbloom give 
63.8% as the largest percentage in any series, 
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while Koster, in 69 cases, found only 21% 
showing this sign of internal hemorrhage. 

6. Dizziness or weakness, lesser manifesta- 
tions of vascular disturbance, occurred in 
18.8% of Falk and Rosenbloom’s series, while 
Mueller reported it in 27% of 40 cases. 

7. Urinary symptoms—frequency, pain on 
micturition—were detected in 10% of our 
series, in 7.5% of Mueller’s, and in 30% of 
Meagher’s patients. 

8. Pain on defecation, present when free 
blood is irritating the peritoneum in the cul 
de sac of Douglas, was present in 17% of 
Meagher’s series. Davidow found this symp- 
tom in 2 % of 101 acute ectopics, but said it 
was more frequent in old ectopics. 

9. Other less frequent symptoms are head- 
ache, anorexia, and difficulty in breathing. 

10. History of passing “flesh-like” material 
from the vagina was given by 31 patients 
(12%) in Meagher’s series; Colvin reported it 
in 43% of 16 cases. The discharged particles 
were probably decidual casts. Patients often 
believe themselves to have aborted after see- 
ing such particles. 

11. Chills occurred in 14% of Meagher’s 
series, but were not reported by other authors. 

12. Fever was a variable finding in our 
series. Twenty-seven women (73%) had tem- 
perature not exceeding 100 degrees. Meagher 
found 192 patients (78%) in the same class. 
Sessums gave the incidence of fever in 63 
ectopics as 58.3%. 

13. A “feeling of being pregnant” was 
claimed by 8% of Brown’s 62 patients. 

Physical Signs: The physical signs most 
commonly encountered are: 

1. Signs of shock. Five patients in our 
series were in shock on admission (50% of the 
acute cases). Davidow found signs of shock in 
100% of his acute cases. 2. Abdominal ten- 
derness—75% to 90%. 3. Pelvic tenderness— 
92% in Tenney’s series. 4. Pain on moving 
the cervix—44% (Koster) to 100% (Krueger). 


5. Soft cervix—26% to 49%. 6. Enlarged . 


uterus—45% to 66%. 7. Pelvic mass—our 
series, 38%; others, 60% to 79%; Young (re- 
viewing 1536 cases) 52% to 90%. 8. Shoulder 
pain 6% to 30%. This sign is indicative of in- 
traperitoneal hemorrhage with diaphragmatic 
irritation. 9. Altered pulse and respiration: In 
the acute case, pulse and respiration are quick- 
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ened, but in the old case there is little change 


from normal. 10. Leucocytosis: White blood 
count above 10,000 was reported in 57% of the 
29 patients who had blood count made at City- 
County Hospital. Other men report 29% to 
72% with counts above 10,000. The counts 
range upward to a high of 32,000. In 59% of 
our cases, the polymorphonuclear count was 
80% or above. 11. Anemia: In 7 of the 22 pa- 
tients whose hemoglobin was determined, it 
was 60% or below. These were old ectopics. 
In 11 of 15 whose red blood count was made, 
the count was below 4,000,000. Meagher re- 
ported hemoglobin of 50% to 70% in 61% of 
his patients. Falk and Rosenbloom calculated 
the average hemoglobin as 60% to 70%. 

12. Cullen’s sign, a bluish discoloration 
about the umbilicus, denoting intraperitoneal 
hemorrhage, is rare in all series we have re- 
viewed. 

To summarize the important diagnostic 
points: we should suspect ectopic pregnancy in 
any woman in the child-bearing age who gives 
a history of altered menstruation, followed by 
vaginal bleeding with pain. This suspicion 
should be more definite if examination finds a 
unilateral pelvic mass and a soft and tender 
cervix, movement of which causes pain. Leu- 
cocytosis is confirmatory. A history of syn- 
cope is important. 

Diagnostic aids: At best, however, the signs 
and symptoms are often puzzling. Some pro- 
cedures which have proved helpful are: 

1. The Friedman test: Counseller says that 
this test is 97% accurate as used at the Mayo 
Clinic. It is positive only while living chori- 
onic villi are present, or until 10 days after 
death of the fetus. 

2. Sedimentation time: This procedure 
helps to differentiate from pelvic inflamma- 
tory disease. In Tenney’s series, the sediment- 
ation time. was higher than 30 minutes in 91%. 
If it is below 30 minutes, inflammation should 
be suspected. 

3. Currettment of the uterus and the find- 
ing of decidual casts, with the presence of 
chorionic villi, confirms suspicion of preg- 
nancy. 

4. Posterior colpotomy is a procedure often 
useful in differentiating a cul desac abscess 
from a collection of blood, but it is dangerous. 
In one fatal case in this series, colpotomy pro- 
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duced such a hemorrhage that laparotomy had 
to be done, but hemorrhage was too massive 
to check. 

5. Hysterography is reported to be of help 
in abdominal pregnancy. Greenhill reports a 
case in which this procedure helped in diagno- 
sis of a full-term fetus in the peritoneal cavity. 
_ He found 7 other cases in the literature. 

6. In advanced cases of abdominal preg- 
nancy, Colvin and McCord recommend injec- 
tions of pituitrin. The mass enclosing the fetus 
does not contract, the small uterus does. 

7. Hemoglobinuria: Pommerenke found 
hemoglobin in the urine pre-operatively in 4 of 
9 women with ectopic pregnancies. Spectro- 
scopic, guaiac and benzedine tests were used. 

8. Peritoneoscopy is a new method of ex- 
amining the pelvis. Hope reports 10 cases in 
which the peritoneoscope helped in diagnosing 
suspected ectopic pregnancy cases. 

The treatment for ectopic pregnancy is op- 
eration, as soon as the diagnosis is made. Lud- 
wig prefers to defer operation in the acute case 
until measures have been instituted to restore 
blood pressure to a normal level. In 145 cases, 
his mortality was only 2%. Duggan and oth- 
ers argue that such delay is wasting of valu- 
able time. Transfusion is undoubtedly a life- 
saving measure in many cases. In the occa- 
sional case, transfusion before operation will 
raise blood pressure enough to start hemor- 
rhage again. In one such case, transfusion con- 
tributed to a fatal outcome.. Intravenous glu- 
cose and saline, or transfusion, should be given 
as soon as the abdomen has been opened and 
the bleeding tube clamped off. Auto-transfu- 
sion carries the danger of blood stream infec- 
tion, and is advocated by only a minority of 
writers. 

In abdominal pregnancy, disposition of the 
placenta is a difficult problem. The consensus 
of opinion is that the placenta can be left in 
situ, to be absorbed. 

Anesthesia should be mentioned. In our 
series, 28 patients (75%) received ether, and 5 
(18%) were given analgesia with novocaine or 
spinocaine. In 3 cases, the anesthesia was not 
recorded. It is interesting to note that Koster 
treated 100% of his cases with spinal analgesia 
—including those in shock—with only 1 death 
in 69 cases. 


Mortality: In our series, 1 patient died with- 


SOUTHWESTERN MEDICINE 


out operation (the case is reported below). 


Five women died after operation, giving an 
operative mortality of 11.1%, a total mortality 
of 13.5%. 

Other writers show mortality ranging from 
the remarkable zero of Echols’ 103 cases, to a 
figure of 11.6% reported by Tyrone, Romano, 
and Collins. In a total of 2155 cases, the aver- 
age mortality was 5%. 

Case Report 

Full-term tubal pregnancy is rare enough 
that the following case deserves mention: A 
Mexican woman of normal appearance, age 
20, para 2, was admitted to City-County Hos- 
pital July 28, 1936. She said August was the 
expected date of confinement. Her pregnancy 
had been normal, according to her history. 
The interne who examined her reported an 
ovoid abdomen, with fetal parts palpable, head 
not engaged. The cervix was not dilated. Fe- 
tal heart sounds were not heard. The woman’s 
general condition seemed good. B. P. was 
120/80. She was discharged on July 29th. On 
July 30th she was readmitted, sent by a doc- 
tor with diagnosis of intestinal obstruction. 
She complained of abdominal pain and disten- 
tion. Enemas were effective. No evidence of 
labor pains could be elicited, and the cervix 
was still closed. An attempt to rupture the 


Full Term Tubal Pregnancy. 
(Photograph by Dr. W. W. Waite) 
membranes was ineffectual, and castor oil and 
quinine given by mouth gave no results. No 
heart sounds were detected. The patient’s con- 
dition grew rapidly worse, and on August 5th 
a consultant reported “circulatory collapse”. 
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On August 6th she died. Dr. W. W. Waite’s 
autopsy report read in part: “On section a 
good deal of bloody fluid escapes from the 
abdomen. The enlargement of the abdomen 
is due to the presence of a_well-devel- 
oped fetus, which seems to be in the uterus. 
What seems to be the uterus is covered with 
omentum, and is adherent to the abdominal 
wall. On examining further the fetus is in 
the right tube, which is twisted on itself, and 
the whole mass is gangrenous. The uterus it- 
self is only slightly enlarged. 


“On freeing the omentum the wall of the 
tube is thin. The placenta is in the lower part 
of the tube, and is discolored and necrotic. On 
opening the tube the child is dead and the skin 
shows blisters. There are adhesions over the 
posterior wall of the uterus that are easily 
broken up. In the lower end of the tube there 
is a large amount of organized clot. On re- 
moving the fetus from the tube there is a con- 
siderable amount of recent adhesions among 
the folds of the intestines, and some purulent 
exudate about them. 


“Diagnosis: Tubal pregnancy with twisted 


tube and general peritonitis”. 


Summary and Conclusions: 1. Analysis is 
presented of 37 cases of ectopic pregnancy 
treated in 10 years. 

3 Review of 2118 additional cases from re- 
cent literature is made. 


Sheinfield 
Sessums 
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3. The acute case is easily diagnosed and 
usually receives prompt treatment. 

4. The non-urgent (old) case of ectopic 
pregnancy is frequently wrongly diagnosed. 

5. Alteration in the menstrual history, fol- 
lowed by vaginal bleeding and abdominal pain, 
with the finding of a unilateral pelvic mass, 
tenderness on movement of the cervix, and a 
soft cervix are important to consider in diag- 
nosis. 

6. Some diagnostic aids are recommended. 
Friedman test, sedimentation test, finding of 
decidual cells in uterine discharge or curretted 
endometrium, colpotomy and detection of 
hemoglobin in the urine are helpful. In ab- 
dominal pregnancy, salpingogrophy and injec- 
tion of pituitrin are of some assistance. 


7. A case of full-term tubal pregnancy is 
presented. 


Table I—Location 


Author No. cases Rt.tube L.tube Undesig. 


Varner & 

Green 37 18 11 8 
Krueger 57 29 28 
James & 
Lafferty 103 64 39 
Davidow 218 104 102 


Table II—Classification 


Ruptured left tube 
Ruptured right tube 
Undesignated rupture 
Rt. tubal abortion. 
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Tubal abort. undesig............... 3 
‘ Abdominal preg....................... 3 
Ovarian preg. (?).................. l 
Table I1I—Symptoms 
Varner & 
Green 37 58 84 58 35 10 27 
Krueger 57 100 100 100 69 18 
Meagher 247 81 100 92 60 50 30 17 .22 
Fitzgerald & most 
Brewer 500 66 common Majority 47 : 
Davidow 218 99 97 90 25 25 (of 101) 
Falk & 
Rosenbloom 309 85 91 73.5 51 64.8 18.8 
Tenney 150 70 93 82 
most 
d Ludwig 145 - common 85 
Mupeller 40 90 89 17 27 1.5 
(0) Brown 62 37 100 96 29 43 
James & 
Lafferty 103 16 11 
9 69 ; 
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MANAGEMENT OF INTRACT- 
ABLE ASTHMA 


CHARLES S. KIBLER, M. D. 
Tucson, Arizona. 


The medical profession has no reason to be 
proud of its accomplishments in the treatment 
of bronchial asthma even though it has been 
about 20 years since we recognized that asih- 
ma is due to sensitizations to foreign protein. 

I. Chandler Walker was the main contrib- 
utor to this pioneer work. This lack of success 
is not due to a paucity of interested investigat- 
ors in this branch of medicine, as evidenced by 
the growing attendance at the meetings held 
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each year that are devoted exclusively to al- 
lergy. As yet, it has not been settled as to the 
relative importance of each causative factor— 
that is, whether there is a true bacterial type 
of asthma or whether all asthma is due to 
sensitization to foods or inhalants. One school 
inclines to one view, another to the other. Un- 
til this question is settled we must have open 
minds and consider both the bacterial factor 
and the true atopic factor as possible causes. 


Extensive work has been performed to dis- 
cover the inherent underlying cause of the al- 
lergic state without bringing much light to this 
baffling subject. We are indeed recognizing 
that allergy is a much more common condition 
than we thought it was 10 years ago. 


By far the most distressing type of allergy is 
bronchial asthma in its most persistent form— 
namely, intractable asthma. By intractable 
asthma we mean that severe form which per- 
sists more or less constantly and which does 
not respond to treatment. This form is all too 
common and usually represents asthma not of 
a few months but of years’ duration. 


The first steo in management is to take a 
careful, detailed history with particular atten- 
tion to the season of year the asthma originat- 
ed and in what occupation or environment it 
started; we should know the earliest symp- 
toms, as for example, whether chronic nasal 
irritation and discharge preceded the asthma, 
and whether asthma followed a definite pro- 
cess; we also should learn the relation of cli- 
mate to symptoms, whether symptoms are 
worse in damp cold or damp warm weather, 
and whether relief is obtained by damp or dry 
climates, suggesting the importance of house- 
hold inhalants, the pollen factor, and molds. 


This information may give one a lead as to 
its cause; as to whether it is probably food, air 
borne pollens, molds, or probably bacterial 
in type. 

The general examination should include 
x-rays of the lungs and sinuses, lipiodol x-rays 
of the bronchi, a careful examination of the 
nasal sinuses by a nose specialist, a metabol- 
ism test, and observations as to endocrin im- 
balance. All to frequent an allergist is too 
casual in his general examination and over- 
looks valuable information which can be ob- 
tained if it is searched for. 
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We feel that it is unsafe to perform intracu- 
taneous tests without first preceding them with 
scratch tests. Several fatalities have resulted 
in failure to do this. Skin testing must include 
all pollens in the environment, all the com- 
moner foods, all inhalants, as well as yeasts 
and molds. When this work is completed one 
must not feel that the results are conclusive; 
though positive skin tests are suggestive of the 
etiological factors they do not necessarily rep- 
resent clinical sensitizations. Skin tests to 
foods are most unreliable for we may have 
clinical sensitization with negative skin tests 
even though a skin reacts to other substances. 
This fact is the reason elimination diets are 
useful and usually necessary. So when one 
has completed skin testing it is necessary to 
correlate these tests with the history and clin- 
ical findings. To put too much reliance on skin 
tests is a pitfall to be avoided. Use them for 
what they are worth but they are not infal- 
lible. 

1. Elimination diets, first advocated* by 
Rowe, are well known. At least a 2 weeks 
trial is needed to come to any conclusion in 
this regard and frequently it is found that a 
month trial is necessary. Food allergy is fre- 
quently overlooked for this reason. (An elim- 
ination diet, designated the food-addition meth- 
od was first advocated by us in 1922.—Ed.) 

2. The leukopenic index often gives im- 
mediate information as to an offending food 
and is relatively simple to perform. To be di- 
agnostic there must be a drop in leukocytes of 
2000 following the ingestion of a food. It is 
desirable to perform this test on the most im- 
portant foods—namely, wheat, milk, eggs, beef, 
potatoes, and orange juice. 

3. Food diary in which is recorded each 
article of food at every meal so one can look 
back and try to account for flare-ups of asthma 
by blaming individual foods that were ingest- 
ed. 

Treatment of skin insensitive case: How- 
ever, quite frequently all skin reactions are 
negative. This must not be interpreted as 
meaning the asthma is due entirely to bacterial 
sensitization but further study is necessary. 
Here it is useful to use inhalation tests with 
the inhalant type of antigens as epidermals, 
and pollen antigens. A small amount of dry 
antigen can be instilled in the nose or eye or 
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it can be given in a liquid form. Frequently 
definite positive reactions are obtained, ex- 
plaining the cause of asthma by this method. 
Another useful method is intramucosal test- 
ing—injecting the antigen in the mucosa of 
the nose, the same as intradermal testing, as 
described by Dean, Linton and Linton (An- 
nals of Otology, Rhinology and Laryngology, 
June, 1935. 44: 317). 

If these methods do not result in a definite 
explanation of the continuation of symptoms, 
it is desirable to use desensitization to all in- 
halant antigens to which a patient is in contact. 
_ As arule, these antigens are not many if the 

room in which the patient lives is properly 
prepared. They are usually only cotton, wool, 
or other necessary articles of clothing and bed 
coverings, but also must be included house- 
dust and the common molds. During the pol- 
len season the prevailing pollens must also be 
‘used. This method was first used by Kahn in 
regard to pollens but it is also useful with oth- 
er inhalant antigens in the immediate environ- 
ment of the patient. Usually this desensitiza- 
tion is not difficult as treatment can be given 
rapidly, being guided as to dosage by an ag- 
gravation of asthma rather than skin reactions. 

As to bacterial sensitization, we do not be- 
lieve this type of sensitization is as common as 
formerly thought to be. Yet it should be given 
a trial if other methods fail. It is well to cul- 
ture nasal secretion, bronchial secretion, pus 
from sinuses, stools, or any other obvious 
source of bacterial infection. We use a com- 
posite mixture of these bacterial vaccines with 
little regard to whether or not they produce 
delayed reactions by intradermal testing. We 
think that the initial dosage should be very 
small, 1/10,000 of a cc. of a 1% vaccine 
strength and proceed very cautiously. If an 
aggravation of asthma results from any injec- 
tion the next dose should be 1/10 of the pre- 
vious dose and then increased very gradually. 
We consider intravenous injection of vaccines 
too dangerous a procedure. Failure to derive 
benefit from vaccine therapy may well ‘be due 
to over dosage. If using desensitization ther- 
apy the dosage should be extremely small, giv- 
en frequently and gradually increased. 

Allergen-free Room: Every asthmatic should 
- have his mattress covered with an allergen- 
proof cover and have pillows of a non-allergic 
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material. There are many on the market. The 
bed clothing and bed coverings must be of 
long staple cotton. The room must be so ar- 
ranged that the floors can be mopped and gone 
over with dust mop frequently. Rugs and 
curtains are to be of cotton and washed week- 
ly to avoid mold growth. The clothes of the 
attendant as well must be of cotton material. 
The possibility of asthma due to molds can be 
minimized in this way. 

No allergic study is complete without a 
period of isolation in an allergen-free room 
with filtered air circulation for at least 5 to 7 
days. 

Recently it has been found that a person 
may be sensitive to old cotton linters or old 
long staple cotton when there is no reaction to 
new cotton linters or new long staple cotton. 

Sensitization to drugs: Drug sensitization 
must be borne in mind. The commonest sen- 
sitization is to aspirin—perhaps because it is 
the most common medication used. Next in 
importance is the coal tar group as amidopy- 
rine, phenacetin, acetanilid, and others. How- 
ever, it must be borne in mind that practically 
no drug or substance is known to which a pa- 
tient is not occasionally sensitive, even ephe- 
drine or adrenalin. Perhaps the safest drugs 
are sodium iodide, sodium bromide and the 
opiate group. It is well to limit medication 
sharply and bear in mind that the remedy may 
aggravating the asthma. 

Sinus operations: An allergic nose is a fer- 
tile field for sinusitis to develop in and contra- 
wise sensitizations are more apt to develop in 
noses with poorly draining sinus infections. 
There is still controversy as to which is first—. 
sinusitis or allergy. The importance of sinusi- 
tis as a cause of asthma is still an open ques- 
tion. It is certainly true that washing out a 
maxillary sinus containing pus frequently re- 
lieves asthma. Our feeling is that most sinus 
operations do not benefit asthma and that rad- 
ical surgery should be a late rather than an 
early treatment. In other words, everything 
else should be tried first. One should not ex- 
pect to derive benefit from radical sinus sur- 
gery in a short time. Any benefit ensuing from 
these operations usually requires 6 months to 
a year. Radical sinus operations are more 
likely to result in better nasal ventilation than 
actual relief from asthma. 
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Radium therapy in recent years has been 
used in the nose for chronic sinusitis associat- 
ed with allergy, or in allergy alone, to relieve 
hyperplastic nasal mucosa and polypoid de- 
generation with considerable success. Need- 
less to say, however, it is a procedure to be 
used only by well trained and experienced 
physicians as overdosage may produce unde- 
sirable atrophy and other permanent damage. 
Radium is probably safer than zinc ionization. 

Non-specific treatment: It is well to bear 
in mind that pulmonary emphysema entirely 
independent of bronchial asthma and a decom- 
pensated heart resulting in pulmonary conges- 
tion from failure of the pulmonary circulation 
may give dyspnea and wheezing which is ac- 
tually relieved by adrenalin by hypodermic 
injections or inhalation or by ephedrine sul- 
phate by mouth. Recognition and treatment of 
cardiac failure will relieve this condition. It 
is embarrassing to be found treating a decom- 
pensated heart with asthma methods. 

All too frequently all these methods fail to 
relieve severe prolonged asthma and we are 
obliged to resort to methods of a non-specific 
nature to at least obtain temporary benefit. 

Complete bed rest combined with intrave- 
nous injections of 31 grains of sodium iodide 
and a pure carbohydrate diet is often helpful 
—the latter consisting of a pure carbohydrate 
as dextrin given in a 10% watery suspension. 
Iodized oil instillations in the bronchial tree 
sometimes are of benefit. ’ 

Oxygen administration for the more severe 
conditions gives relief even given temporarily 
by nasal catheter or continuously by a nasal 
shield made of celluloid. _ 

I can not concur in the advice of some that 
opiates are too dangerous and harmful to use. 
I am afraid that those loudest in condemning 
morphine are obliged to use it in spite of their 
opinion of its harm. We feel that its judicious 
use is often life saving. 

Todized oil: Iodized oil instillation into the 
bronchial tree as a non-specific treatment has 
been carried out by Balyeat for several years. 
He reports this beneficial. We have had no ex- 
perience in this form of therapy. 

Artificial fever therapy: Even a casual ob- 
server has noted a remission of asthma from 
2 to 4 weeks following an infection accom- 
panied by fever of 101° or over. A fever of 
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102° or even more may not eliminate asthma 
promptly, however, for it may continue se- 
verely even with this amount of pyrexia. Usu- 
ally, however, fever is beneficial and artificial 
means of producing this condition have been 
used. Unger of Chicago reported a series of 
cases treated with the Kettering diatherm with 
indifferent success. This past winter we have 
used sulphur in oil injections into the thigh 
muscles as a means of producing fever. We 
have found that the temperature can be sat- 
isfactorily controlled either by the amount of 
the injection or by applying blankets and ex- 
ternal heat. Fever initiated by this method 
usually lasts 36 to 48 hours. It gives a painful 
leg, lasting for.several days, which is benefited 
by moist heat. No permanent damage to mus- 
cle tissue results. I have given 4 injections in 
the same area without harm. The results of 
this method of treatment have been encourag- 
ing; in the majority of cases a marked remis- 
sion of asthma has resulted corresponding in 
duration to the benefit derived from an in- 
fectious fever. One advantage of this method 
of fever therapy is that it is simple and easy, 
not requiring special nurses. 

We consider vaccines given to initiate fever 
as unsafe. A less dangerous physical method 
is the hot blanket and baker system. 

Ether and avertin: In desperate cases one 
is often obliged to use anesthetics to give tem- 
porary benefit even for a comparatively few 
hours. Ether in olive oil, 142 ounces of each by 
rectum, usually induces moderate anesthesia. 
Avertin by rectum, given in approximately % 
to %o of an anesthetic dose every 4 hours, gives 
even more benefit than does ether in oil—the 
latter having a disagreeable aftermath due to 
the objectionable odor of ether that remains. 

Sodium bromide and chloral hydrate are by 
far the safest mild sedatives and can be used 
with decided benefit in fairly large doses to 
the point of drowsiness. Asthma in general is 


reduced by any sedative drug. 


Allergic resistance: Now, in closing, a word 
about allergic resistance. By this term we 
mean a building up of a certain something en- 
abling the subject to fail to respond with clin- 
ical allergy to offending substances even 
though he shows positive reactions. This re- 
sistance can be built up by desensitization but 
as well it can be raised by any measure in- 
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creasing bodily vitality or general health. 

It is common knowledge to instructors in 
boys schools in the Southwest and elsewhere 
that after a time of simple out-of-door living, 
pupils lose their clinical sensitization to foods 
and inhalants until they no longer need to 
avoid these offending substances. 

It is advisable, unless there are contra-indi- 
cations, to have a patient on a nourishing, well- 
balanced diet, high in vitamins for too much 
dieting may diminish resistance to other aller- 
gens aside from foods. 

Perhaps this so-called allergic resistance is 
really resistance to infection rather than an in- 
tangible something we can not define and that 
sunlight, open air, regular living, and even 


building up of vitality in general is simply in- — 


creasing our protection against infections as 
well as hypersensitivity to bacteria. 


CASE FOR DISCTISSION AT THE 
PHOENIX CT INICAL CLUB 


February 15, 1937. 
Presented by Dr. Willard Smith. 

The patient came under my observation, profes- 
sionally, Dec. 5, 1932, though I had known him for 
many years before. His age was 75. He was a very 
vigorous man for his age. I had every reason to be- 
lieve that he had led a clean life and that no vene- 
real infection enters into the story. He had recently 
made a trip into Mexico and on coming back had 
a mild attack of flu. For a number of years, he said, 
he had had low blood pressure. He felt very much 
prostrated. His heart action seemed to be good, 
but the rate was slow—66, and his pulse was flabby. 
I prescribed symptomatically and he improved. 

On Febrary 17, 1933, he told me that for the past 
20 years he had had creaking in his cervical verte- 
brae. He had lost all but his upper front teeth. His 
ethmoids were dark to transillumination; other 
sinuses were o. k. He had some evidence of hepatic 
cirrhosis. B. P. 138/88. An x-ray examination of 
his teeth showed decreasse in density about the 
apices, but no abscess. His sinuses showed slight 
density of the anterior ethmoid cells on both sides. 
March 2, 1933, two teeth were extracted. His urine 
showed a very slight trace of albumen; 1029; oth- 
erwise negative. November 3, 1933 he still felt 
creaking in his neck. There was pus coming from 
the gums of the 3 remaining teeth; these were re- 
moved. Feb. 3, 1934, when he was in the bathroom 
shaving, he lost consciousness and fell. He later 
complained of being dizzy. He said that he had 
dizzy spells every month or six weeks; that a purge 
usually made him all right for a while. For sev- 
eral days after that he complained of a dull heavy 
sensation in the back of his head. He responded to 
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saline purgation by improvement, but had some 
tenderness and soreness in the muscles of the right 
side of his neck. March 29, 1934, while playing the 
piano, he suddenly felt faint and fell to the floor. 
Urine showed no albumen nor casts. He got better 
after a saline purge. 

Nov. 1, 1934 BP. was 138/80. The night before 
he had an attack of pain in the precordium. His 
heart sounds were normal. Nov. 9, 1934 he had 
right epistaxis which required packing. During the 
next year he led a fairly active life. Dec. 19, 1935, 
he evidently had a chest cold—bronchial cough— 
and this persisted for some time, troubling him 
most about 1 or 2 o’clock each morning. By Dec. 
23, 1935 he was having difficult breathing, cough- 
ing and choking—without asthmatic breathing— 
hetween midnight and 3 o’clock each night. Ephe- 
drine seemed to help him, except that he did sweat 
hard, and he rested better if propped up in bed. 
‘He did not regain strength rapidly, and January 
7, 1936 he spoke of pain at the left sacroiliac joint 
and lumbago. Strapping, heat and salicylates 
seemed to help. Mar. 11, 1936 his B. P. was 162/82. 
He said that the day before after reading for 30 to 
40 minutes, he felt numbness and weakness in his 
left leg, left arm and left side of his face. He said 
he still felt a little tingling in the little finger of 
his left hand. His tongue was deeply coated. As an 
illustration of how we sometimes think we know 
more than we do, I stated his condition to him as 
follows: 


“You retain the contents of your colon longer 
than you should. You happened to be sitting in 
such a way as to produce pressure upon your left 
sciatic nerve and left ulnar nerve, and your leg and 
arm went to sleep from the pressure. You became 
excited and thought that you were being paralyzed, 
but you didn’t know enough about it to know that 
the picture wasn’t right with the left side of your 
face joining in the left arm and leg paralysis”. 

May 6, 1936, he said that his leg and face had 
cleared up, but he had tingling sensation and some 
feeling of heat in the palm of his left hand, ex- 
tending into his left forearm and arm. He said 
that it felt awkward when he tried to play the 
piano. I found both motor and sensory function 
apparently normal. I hazarded the guess that he 
had some sclerosis in the posterior horn of the 
gray matter of the cord, high up in the cervical 
region. At this time I put him on small doses of 
potassium iodide which was continued—with inter- 
ruptions—for the remainder of his life. May 15, 
1936, at the breakfast table, he had an attack in 


which he could not use his left arm for a few min-. 


utes, and the left side of his face shared in this and 
he had difficulty in speaking. This passed in a few 
minutes. When I saw him a half hour later he 
was back almost to his usual condition, though still 
complaining of tingling in his left arm. He told 
me that since using iodide, sensation had returned 
to the end joints of the fingers of his left hand. 
He had done much public speaking, and had been 
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doing some pretty hard thinking. He said that he 
had tried to use the typeyriter, but he couldn’t 
write straight; yet voluntary motions of his left 
hand and arm seemed good. He still had the sen- 
sory disturbance, but the ends of his fingers had 
returned almost to normal sensation. In the Rom- 
berg test he swerved to the left. May 18, 1936 he 
we definitely better. I had a long talk with him 
and he agreed with me that he had better take 
things easier. May 23, 1936 he told: me that the 
day before his left arm went to sleep, and he got 
rather panicky about it. At this time he told me 
that he had to-get up 5 or 6 times each night to 
urinate. His B. P. was running 160/88. He had 
had bladder irritation 2 years before. I examined 
his prostate. which was slightly enlarged, but not 
hard. June 10, 1936 he went on a picnic on top of 
the Pinals, at an altitude of 7800 feet, and stood 
it all right. Sept. 27, 1936 he complained of pain in 
the right cervical region. This responded to heat 
and salicylates. His ataxia was improved; knee 
jerks appeared about normal; his mental processes 
were good. He told me that he had not been tak- 
ing any iodide for 3 weeks. Dec. 7, 1936 he came in 
5 weeks late for his appointment and said he was 
very much worried about his left arm, which gave 
him intermittent tingling pain clear to his shoulder. 
He had experimented by going without iodide for 
a while, but on his own initiative he got some 
more and started it again. He said he was worse 
when he didn’t have it. He said that he had to 
get up 10 times at night to urinate; that he would 
first pass a few drops and that it burned; he would 
get back into bed and in 5 minutes had to get up 
again, when he would pass a larger amount, with a 
burning sensation. Urotropin and sammetto gave 
him relief for the first few days. I examined his 
prostate and found it considerably increased in 
size, but smooth and regular. At this time I told 
him he might have to have his prostate removed, 
but I wanted to postpone that as long as possible. by 
Dec. 12, 1936 his symptoms had returned and he 
decided that he wanted to be operated on. His 
urine at that time was light amber; alkaline; 1012; 
very slight trace of albumen; sugar negative; oc- 
casional hyaline cast; occasional blood cell; 4-5 
pus cells. He had no retention.gnd took a 24 sound 
without trouble. On Dec. 16, 1936 I did a perineal 
prostatectomy, after the method of Hugh Young. 
He had a good postoperative day and night, had a 
little morphine, and on the morning of Dec. 17, 
1936 I irrigated the bladder and the solution came 
back clear. That evening I called on him and he 
was feeling good, though he had a temperature of 
101. He had had his supper and said he enjoyed 
it; his bladder discomfort. was better. The perineal 
pack had been removed that morning and I ex- 
pected to remove the packing from the prostatic 
capsule the next morning. His wife was present 
and I told them I was well satisfied with him. 
I went on to see a couple of other patients and in 
hot more than 5 minutes I was called back to his 
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room. I saw him give 1 gasp; his heart had al- 
ready stopped. His wife said she had been standing 
at the bedside bidding him goodnight, when his 
face turned gray. The nurse said she thought he 
would have a convulsion, but he did not. I gave 
him 1 ampule of coramine, but he was undoubt- 
edly dead before I gave it. I expressed my belief 
that he died from cerebral embolus. The interne 
who was with me thought the same. _ 

The pathologist’s report on the prostate is as 
follows: 

“Multiple nodular masses of prostatic tissue. 
Sections from various portions show marked hyper- 
plasia of glandular epithelium and moderate in- 
flammatory infiltration. Gland spaces show cystic 
dilation. No changes suggest malignancy. Aden- 
omatous hypertrophy.” 

Necropsy was done by Dr. Mills. His report is 
as follows: 

“EXTERNAL EXAMINATION: 

Body was of a well developed, well nourished 
white male, who seemed to be about 65 years of 
age. There was a marked hemorrhagic extravasa- 
tion into the skin of scrotum and perineum. The 
perineum showed a line of recent surgical incision 
approximated with silkworm gut. There were no 
other visibl escars or external markings. 

“INTERNAL EXAMINATION: 

“Head: The head was opened in the usual man- 
ner. The brain was removed, after section of the 
spinal cord. The external surface of the cerebral 
hemisphere was smooth and af ‘equal density. 
There was a slight thickening of the pia mater. 
The basilar artery showed marked sclerosis with 
narrowing of the lumen. On the posterior surface 
of the right cerebellum there was a large defect of 
approximately 3 cm. in diameter, due to absorp- 
tion and softening of brain tissue. The left side 
of the cerebellum appeared normal. There was 
an excess of fluid in the ventricles. No gross hem- 
orrhage or recent vascular lesion could be found 
within the brain or medulla. 

“Abdomen and Thorax: The body was opened 
through the usual longitudinal incision, exposing 
the thoracic and abdominal viscera. There was an 
abundance of subcutaneous and omental fat with 
large pads of fat about the pericardial sac and an- 
terior mediastinum. 

“Lungs: The pleural surface was not adherent. 
There was a slight excess of fluid in the pleural 
cavities on both sides. There was passive hy- 
peremia of the lower lobe of the right lung with 
marked edema. The lower left lobe showed marked 
passive hyperemia with edema as on the right side. 

“Heart: The heart was slightly enlarged. The 
pericardium was smooth and not adherent. The 
right ventricle showed normal musculature with 
slight thickening of the tricuspid valve. The val- 
vular orifice of the pulmonary arteries was patent 
and normal. No evidence of an embolus could be 
found. The left auricle was negative for gross 
findings. The mitral valve was dilated. The left 
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ventricle was filled with clots. The clots had sug- 
gestive signs of being ante-mortem and adherent 
to the apex of the left ventricle. Posterior wall of 
the left ventricle showed almost complete replace- 
ment of muscle by fibrous tissue. This change was 
only slightly less marked on the anterior surface. 
There was a marked sclerosis of the mitral valve, 
and of the aortic valve. The arch and the descend- 
ing portions of the aorta showed marked ather- 
omatous changes with breaking through into- the 
lumen and ulcer-like formations. There were wide 
spread deposits of friable clots. The left coronary 
arteries showed marked sclerotic changes. There 
was almost complete occlusion. Apparently the 
myocardial changes were due to these vascular 
occlusions. No recent thrombosis was found. 

“Abdomen: The stomach was moderately dilat- 
ed and contained undigested liquid food. The large 
and small intestines were apparently negative and 
showed no gross findings. The appendix was post- 
cecal and was not inflamed. 

“Liver: The liver was slightly mottled with ex- 
cess blood in the vessels. 

“Gall Bladder: The gall bladder was distended 
and contained no calculi. There were dense ad- 
hesions between the omentum and the fundus of 
the gall bladder. 

“Spleen: The spleen was normal in size with a 
slightly thickened capsule. 

“Pancreas: The pancreas was negative for gross 
findings. 

“Kidneys: Both kidneys showed large numbers 
of simple cysts in the cortex and marked excess 
of fibrous tissue with an excess of fat in the renal 
pelvis. This condition suggests arteriosclerotic 
disease of the kidney. 

“G. U.: The urinary bladder was empty. A de- 
pression could be felt in the inferior surface of the 
bladder from which the prostate had been re- 
moved. 

“ANATOMICAL DIAGNOSIS: Chronic fibrosis 
of the left heart due to coronary sclerosis; ante- 
mortem clot in the left ventricle; extensive athero- 
matous changes in the aorta with scslerosis of the 
coronaries and the cerebral vessels; cerebellar soft- 
ening due to old vascular lesion; edema of the 
brain; passive hyperemia of the lungs, liver and 
spleen. 

“Microscopic examination of liver and heart: 
liver shows marked diffuse fatty metamorphosis 
with granular degeneration of parenchymatous 
cells and moderate round cell infiltration; chronic 
hepatitis and fatty degeneration; heart muscle 
shows marked infiltration by new fibrous tissue 
deposit; in areas the heart muscle is almost entire- 
ly replaced by fibrous tissue”. 

“What caused his death?” 


LESLIE R. KOBER: Fortunately in this case 
we are simply asked the question, "What caused 
his death?”; thus the whole problem is made easy, 
for the causes for sudden dramatic death are lim- 
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ited and most of: them are cardiac arrest. Most 
other conditions have a direct reference to obvious 
cause or effect, or there is a period of at least 
short duration between onset of the final illness 
and extinction of life, whereas in cardiac arrest 
death may be practically instantaneous. 


In only a small number of these cases can com- 


- plete examination be made, and probably the only 


way that an accurate picture of what occurs in the 
heart would be by means of an electrocardiograph 
for which, of course, there is not time. 

Reasoning by analogy from experiments on ani- 
mals supported by a few direct observations on 


‘man, it would appear likely that in most if not 


all, the onset of ventricular fibrillation initiates 
the terminal event. Wiggers has studied the onset 
and course of events in ventricular fibrillation in 
animals produced by faradic stimulation. There is 
first a tachysystole which lasts less than a second, 
and there are small but definite intraventricular 
pressure variations. The later three stages as he 
describes them are variations of complete incoor- 
dination, and he doubts whether recovery takes 
place after the first stage. He concludes that al- 
though cardiac arrest may occur without going 
through ventricular fibrillation, it is unusual. 

The principal causes of sudden cardiac arrest or 
standstill may be classified as physical, chemical 
and nervous, and as the result of cardiac or pul- 
monary lesions. 


Physical: electrocution and lightning shock, 
both produce instantaneous death and in addition 
to respiratory arrest there is found in many in- 
stances ventricular fibrillation. 


Chemical: chloroform, digitalis, quinidine and 
potassium poisonings may all terminate in sudden 
death of a cardiac nature. In all of these ventricu- 
lar fibrillation has been demonstrated experiment- 
ally, and it is most probable that this is the usual 
cardiac disturbance which terminates life in these 
cases. 

Nervous: sudden death has been described fol- 
lowing severe cerebral trauma, cerebral hemor- 
rhage and infarction, cerebral tumors, and with 
severe and rapidly repeated epileptic convulsions. 
Occasionally the only explanation for the sudden 
death has been the presence of an intracranial tu- 
mor. That sudden death in this group of cases is 
due to cardiac failure is, of course, open to many 
doubts, but in certain of them as well as in ani- 
mal experiments, disturbances of the diencephalon 
have indicated a profound and direct influence up- 
on cardiac function. It is hard to explain the sud- 
denness of the cardiac arrest unless it be through 
nervous influence, as the heartbeat is at times un- 
detectable a few seconds after the onset of uncon- 
sciousness, while in hanging the heartbeat con- 
tinues perceptible for many minutes; it is open to 
speculation that its arrest under strangulation is 
probably due to ventricular fibrillation, the result 
of prolonged anoxemia. 


= | 

| 

fc 

la 

tk 

in 

in 

th 

a 

in 

se 

bl 

in 

oc 

sti 

be 

ex 

no 

ce! 

im 

er 

th 

res 

ha 

sys 

ing 

] 

wh 

mu 

eff 

mu 

no! 

cor 

vok 

the 

sat 

bei! 

an} 

sto) 

full 

> 7 


JUNE, 1937 


Direct cardiac lesions: Probably the most com- 
intracardiac lesion that produces sudden death 
is coronary infarction, especially the branches of 
the left coronary. Ventricular extrasystoles and 
tachycardia are common. In infarction of the 
branches of the posterior coronary and the circum- 
flex branch auricular fibrillation is frequent. This, 
however, is compatible with continued ventricular 
action. 


Rupture of the heart is a comparatively rare oc- 
currence except when due to trauma and need not 
be considered here. 

Cardiac arrest with sudden death has often been 
ascribed to cardiac fibrosis or fatty infiltration. 
The exact means whereby this is brought about is 
speculative unless it be accepted that ventricular 
fibrillation has been induced in such hearts from 
some unknown cause. It seems hard to reconcile 
an occasional sudden cardiac standstill as due to 
fibrosis and fatty infiltration when it occurs so 
often without such factors. 

In a small number of cases large emboli are 
found free in the chambers of the heart, particu- 
larly in the left auricle in mitral stenosis where 
they become impacted in the mitral orifice, act- 
ing as a ball valve and thus completely obstruct- 
ing the blood flow through the heart. Emboli from 
the systemic veins have been known to pass through 
a patent foramen ovale to the left auricle produc- 
ing similar results. 


Pulmonary lesions: it has been shown that acute 
severe anoxemia may produce progressive heart- 
block or ventricular fibrillation—in the latter caus- 
ing sudden cardiac arrest. That acute anoxemia 
occurs in man has not as yet been proved, but is 
strongly suggested. Sudden death has frequently 
been attributed to large pulmonary emboli,. The 
exact method by which this is brought about is 
not clear; but the fact remains that in severe vis- 
ceral trauma sudden death results as the cardiac 
impulse cannot be detected. It is doubtful wheth- 
er such sudden death can be attributed solely to 
the heart. It would seem more likely that it is the 
result of a tremendous neurovascular insult which 
has led to paralysis of the whole cardiovascular 
system. Much still remains to be learned concern- 
ing this whole problem. 

Fibrillation of the ventricles is a condition in 
which co-ordinated systole is suspended, and the 
muscle of the ventricle exhibits a minute but in- 
effectual twitching. Unhealthy or poisoned heart 
muscle is much more prone to fibrillate than is 
normal muscle. The catastrophe occurs although 
convalescence seems advanced, and may be pro- 
voked by sudden movement or emotion. Perhaps 
the patient in this instance many have moved or 
sat up suddenly, or perhaps he was overjoyed at 
being told that he was progressing so nicely. At 
any rate he very suddenly turned gray, his heart 
stopped, he gave a gasp, and the finish had peace- 
fully come. : 

The cause of death was sudden cardiac arrest, 


explainable only through ventricular fibrillation. 
In this case I believe ventricular fibrillation was 
initiated through a nervous mechanism from the 
diencephalon, as a result of edema or from cere- 
bellar softening due to an old vascular lesion. The 
only other alternative is to explain the ventricular 
fbirillation on the basis of the ante-mortem clot 
in the left ventricle, but usually this occurs in the 
left auricle, not the left ventricle, and with mitral 
stenosis, not dilation of the mitral valve; and since 
the clot was apparently adherent to the apex of 
the left ventricle, I do not see how it could act as 
a ball valve. Furthermore, since chronic changes 
in the myocardium due to coronary sclerosis exist- 
ed, it would have been easy to set the ventricles 
to fibrillating. In the absence of emboli or recent 
thrombosis it seems this must have been due to 
nervous impulses. 

In conclusion, may I say we are fortunate that 
the question asked was, “What caused the death?” 
and not “What does the pathology indicate?” 


JOSEPH M. GREER: We frequently complain of 
not enough data. After wading through this his- 
tory, I have resolved never to complain again. I 
call this an almost complete thesis on the infirmi- 
ties of the aged. About the only thing left to ask is 
whether or not he had bunions, corns, ingrowing 
nails or bromodrosis. It would then be complete 
from the remaining teeth down. 

My first and lasting impression of this case is 
that the old fellow was “just plumb worn out” and 
that he should have died with or without something 
or other before this. 

I am glad that he had a low blood pressure for 
that immediately rules out the diagnosis of “essen- 
tial hypertension.” The creaking in his neck was 
no doubt a most important factor and was prob- 
ably directly or indirectly due to sinusitis and had 
he met up with one of our enthusiastic nasal sur- 
geons and had a modern ethmoid “‘exenteration” 
he would have been alive and well today. 

His dizzy and fainting spells relieved by clearing 
the intestinal tract were also most significant and 
had he consulted one of our gastro-enterologists he 
would have been convinced that intestinal stasis and 
associated toxemia was the root of all his evils and 
had he had a stool examination at one of our mod- 
ern laboratories with the undoubted finding of in- 
testinal parasites and then had a course of emetin, 
carbarsone, etc., he would surely have been with us 
today and probably writing another book. Even his 
sacro-iliac “itis” and lumbago no doubt would have 
vanished. 

The numbness, and weakness in his left leg, arm 
and side of his face were probably due to central 
changes—anatomic rather than physiologic. His 
association fibers apparently had lost some of their 
conductivity giving him an awkward feeling when 
playing the piano. That, however, might be a nor- 
mal symptom for most of us. 

He no doubt had sclerosis, and my feeling is 
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strengthened in this idea of his “wearing out.” Did 
he have a central nervous system hemorrhage when 
he was at the breakfast table that morning? Well, 
your guess is as good as mine; but I would rather 
think there was a temporary loss of conductivity 
due to a temporary ischemia. The Rombergism 
could be accounted for by cerebellar changes, as 
such were found at the necropsy. 

His blood pressure had picked up some and may- 
be he was developing, what for him was, a hyper- 
tension after all. 

About that time his urinary symptoms were dis- 
tressing and manifestly something had to be done 
about it, or he would soon wear himself out getting 
in and out of bed at night, not to mention the fa- 
tigue of waiting for the stream to start. 

His final and great error, however, was a decision 
to be operated upon. This proved his undoing. He 
NEVER should have done this. He should have gone 
to see “Dock Brinkley.” He almost got away with 
it, however, and if his heart had not stopped just as 
he was getting well he would have been alright. His 
doctor even was feeling a little chesty and bragging 
a bit about the number of patients he had in the 
hospital. 

In commenting on the necropsy I should say that 
the findings in the brain condition accounts for 
many of the symptoms that were noted. 

The lung findings suggest failing circulation. 

With the findings in the heart is it not reasonable 
to conclude that he died a cardiac death? Is it not 
possible that a heart filled with a clot and a heart 
muscle tissue that was replaced with fibrous tissue 
with its lack of physiologic irritability and conduc- 
tivity, would cease to function at most any time with 
even slight additional strain? 

Not commenting further on the necropsy, which 
is most excellently and thoroughly reported, I would 
say that he died a cardiac death—a heart block, 
with filbrillation due to lack of conductivity because 
of fibrotic changes, ischemia because of the scle- 
rotic coronaries and a large ante-mortem clot in the 
ventricular cavity. 

DR. KENT THAYER: This man of 75 began 
having dizzy spells sometime before Feb., 1934. On 
Feb. 2, 1934, he lost consciousness during a dizzy 
spell. Again in March, 1934, he fell to the floor. In 
March, 1936, he developed numbness and weakness 
in his left arm and leg, and in his face on the left 
side. He had a tingling sensation which continued. 
In May, 1936, he had an attack in which he could 
not use his left arm for a few minutes, and the left 
side of his face was weak, and he had difficulty in 
speaking. This cleared up rapidly. Romberg test 
showed swaying to the left. Later in May his left 
arm went to “sleep,” but was evidently only transi- 
tory except for some tingling and numbness remain- 
ing. In December, 1936, he again complained of 
intermittent numbness and tingling of his left arm 
up to his shoulder. Iodides seemed to help. 

During this time his blood pressure varied from 
138/88 in Feb. 1933, to 160/88 in May, 1936. During 
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this time his urine showed only slight trace of al- 
bumen. In: March, 1933, the specific gravity was 
1.029, and in Dec. 1936, 1.012. In the latter test an 
occasional hyaline cast and blood cell was found. 

Only on one occasion did he have precordial pain 
—Nov. 1, 1934. In Dec. 1935, he had nocturnal 
dyspnea. In Nov. 1934, he had profuse epistaxis. 

In May, 1936, he began complaining of nocturia 
—5-6 times—which increased to 10 times by Dec- 
ember, 1936. He had a prostatectomy on Dec. 16, 
1936, and died suddenly in the evening of Dec. 17. 
1936. 

Post-mortem showed some thickening of the pia 
mater, but cerebral hemispheres seemed normal. 
Basilar artery was markedly sclerotic. On the pos- 
terior surface of the right cerebellum there was a 
large defect due to absorption and softening. Excess 
of fluid in the ventricles. No evidence of vascular 
lesion. Lungs showed passive hyperemia. Heart 
showed normal right heart. Sclerotic mitral and 
aortic valves, posterior wall of left ventricle almost 
entirely fibrous tissue and anterior wall nearly so. 
Ante-mortem clots filled the left ventricle and were 
adherent to the apex. 

Marked sclerosis of the aorta existed with ulcer- 
like formation in atheromatous plaques. Left cor- 
onary was occluded due to sclerosis—no evidence of 
recent occlusions. 

Kidney showed simple cysts and excess of fibrous 
tissue. Bladder showed depression from which the 
prostate was removed. 

There are several causes of vertigo and taxia but 
the ones that apply here are arteriosclerosis and 
cerebellar disease. 

Arteriosclerosis is a normal process progressing 
with age. This process is made more rapid by hy- 
pertension. The degree of arterial change may vary 
in different parts of the body. A person may have 
cerebral arteriosclerosis with little clinical evidence 
of it elsewhere. In cerebral arteriosclerosis there 
may be transient loss of motion or sensation, or 
vertigo, or loss of consciousness with complete re- 
turn of function. This is thought to be due to tem- 
porary anemia in parts of the brain possibly due to 
slight fall in blood pressure or spasm. This may last 
only a short time, but long enough for a reaction to 
occur in the brain tissue, with possible edema which 
completely, but gradually clears up in a few hours. 
There may be permanent sequelae such as numbness 
or tingling in the part of the body innervated by 
this particular area in the brain. On examination 
of brains of persons who have experienced such 
symptoms no parenchymal pathology is found. 

Generalized arteriosclerosis causes an elevation 
of systolic blood pressure with only a slight rise in 
the diastolic. This patient had a mild arterioscler- 
otic hypertension. 

Frequently there is kidney damage due to gradu- 
al destruction of glomeruli, but ordinarily this dam- 
age is not enough to cause diminished kidney func- 
tion, although a trace of albumen and casts may 
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occur. In 1933, he was able to concentrate his urine 
to 1.029 without difinitely restricting fluids. In Dec. 
1936, the specific gravity was 1.012, but we do not 
know about his previous fluid intake. 


Localization of function in the cerebellum is still 
disputed; however, the vermis is considered to have 
to do with movements of the trunk and the hemis- 
pheres with the extremities. The hemispheres have 
homolateral control of the arms and legs. Cerebel- 
lar disease involving 1 hemisphere will cause ataxia 
which is continuous, and will not come and go. The 
patient tends to fall toward the involved side and 
he walks with a broad base. There is usually an in- 
tention tremor. There may be vertigo and nystag- 
mus, but these also are constant, especially with 
motion. In’ animals it has been found that after par- 
tial extirpation of a crebellar hemisphere the ani- 
mal may finally recover from the above symptoms 
and be able to walk normally, but with a tendency 
to lose its balance more easily. 


This patient evidently had few symptoms from 
his cerebellar lesion, as his vertigo and ataxia 
were transient and extremely mild. With the Rom- 
berg test he would sway to the left while the lesion 
was in the right hemisphere. It seems possible that 
@ gradual softening might occur in a localized area 
of the cerebellum, and the function of this area be 
taken over by normal cerebellar tissue and the pa- 
tient have no symptoms. 

Vertigo may also be produced by transient anem- 
ias in the vestibular apparatus due to arterioscle- 
rosis. The patient complained of precordial pain 
only once, 2 years before his death, yet at the post- 
mortem there was evidence of extensive coronary 
artery disease with replacing of the myocardium 
with fibrous tissue. Possibly some of the tingling of 
the left arm was cardiac in origin. 

Smith, in Iowa City, states that dyspnea may be 
the only smptom of occlusion, or if pain is present 
it may be slight compared to the shortness of breath. 
Also symptoms of an occlusion may be transitory 
and the patient make no note of them. This pa- 
tient had nocturnal dyspnea for several nights, and 
only gradually regained his strength. Possibly this 
Was caused by a coronary occlusion. 

The causes of sudden death that might apply to 
this patient are angina pectoris, coronary occlusion, 
cerebral hemorrhage, and embolism. We have evi- 
dence of old coronary occlusion but none recent. 
Cerebral hemorrhage rarely causes sudden death; 
it usually takes a few hours for death to occur. Ac- 
cording to Grinker sudden death within a few min- 
utes is not apopiexy but is cardiac in origin. 

Embolism will give symptoms according to the 
location in which it lodges. Sudden death may oc- 
cur when it blocks a pulmonary vein or lodges in 
the heart. After coronary occlusion a mural throm- 
bus forms frequently in the heart. When this breaks 
loose, if it does the effect will depend upon its size. 
It may block one of the cardiac orifices or a pul- 
monary vein and cause sudden death. 
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My diagnosis: Immediate cause of death (1) 
ante-mortem clot in the heart blocking the aortic 
orifice; (2) generalized arteriosclerosis involving 
especially the cerebral and coronary vessels, the 
aorta, and the kidneys. 


RALPH F. PALMER: The history contains the 
known facts concerning the last 4 years of the pa- 
tient’s life (which might be grouped together as 
representing the terminal illness), and in addition 
gives the autopsy opinion of the attending surgeon, 
as well as that of the interne, as to the immediate 
cause of death. It also gives in full detail, biopsy 
findings on the prostate gland, and full autopsy 
findings, together with anatomical diagnosis. Only 
one unanswered question is apparently in the mind 
of the historian, “what caused the patient’s death?” 
From the history and findings as portrayed, can 
anyone put his finger on any one thing and say, 
“that is the thing which caused his death”, and 
after all, does it really matter? 

The important thing in this case history, as it . 
appeared to me, is to be read between the lines, 
and consists in the portrayal of 3 separate and 
distinct characters or personalities, intimately in- 
terwoven and associated each with the other dur- 
ing the 4 years of relationship between doctor and 
patient. First comes the patient himself, in the 
character of a Southwestern pioneer. A man of 
vigorous constitution and acute mentality, who had 
pursued a varied and strenuous life in many fields 
of human endeavor, both physical and intellectual. 
A man through these years occupying various posi- 
tions of responsibility, and in his later days, with 
still tireless energy, communicating to others, both 
in written word and lectures, the varied experienc- 
es and deductions learned through these years of 
fulness of life. 

_Finally, the arterial changes of age began to 
manifest themselves, and we find him groping 
more or less in the dark and becoming more or 
less concerned about the numerous and apparently 
minor changes in his physical and mental reac- 
tions. While he continues his activities, he turns 
more and more frequently to his old friend, our 
second character, the “family physician”. Here 
the portrayal becomes even more clear, for through- 
out the rambling and disassociated clinical history 
can be seen the personal sympathetic interest of 
the doctor in his patient, representing that almost 
forgotten character in the practice of medicine, 


‘the family physician, “‘a friend in need and a friend 


in deed”. 

As time goes on, more definite symptoms become 
manifest. Dizzy spells are increasing in frequency 
and severity. Paresthesia, especially in the arms, 
and difficulty in using the typewriter and playing 
the piano, bring on suggestions of paralysis. There 
is also difficulty in breathing, especially at night, 
and precordial discorhfort, with the indefinite fear 
often associated with coronary disease. The family 
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physician with his kindly counsel and gentle ad- 
ministrations allays the fears of both the patient 
and the family, and relieves many of the ee- 
toms, at least temporarily. 


In the final picture, a urinary disturbance which 
seemed to respond to palliative treatment for a 
time, recurs in ever increasing discomfort, until 
our third character, the “modern surgeon”, enters 
the picture. I am almost tempted at this point to 
make another quotation, to the effect that “fools 
step in where angels fear to tread”. I do not, how- 
ever, want it to appear that either in thought or 
word do I consider the individual surgeon, or any 
other surgeon to be a fool, but I do feel that the 
old family physician was often an angel. Whether 
or not the surgeon’s judgment in doing a prostatec- 
tomy in this particular case was good or bad, is not 
part of my discussion, except perhaps to comment 
on the fact that since the early 1920s, when Dr. 
Hugh Young reported some 120 consecutive per- 
ineal prostatectomies without a death, though a 
number of the patients were more than 75 years of 
age, this operation has been considered a com- 
paratively safe procedure. And I might make 
further comment to the effect that I am entirely 
certain that the family physician, as well as the 
surgeon, had only the welfare and comfort of the 
patient at heart. However, the patient undoubted- 
ly had an inner “feeling” that something was very 
much wrong with his insides, and the undaunted 
spirit of the pioneer with the desire to carry-on, 
had a great deal to do in causing him to seek the 
operation and the possibility of relief, should he 


survive it. The operation was performed apparent- 


ly with success, until 36 hours later, when “out of 
a clear sky” the spark of life suddenly went out, 
and with it the character of the pioneer. 


The surgeon still remains a short time, with his 
analytical and scientific mind, to learn the reason 
why. The family doctor will carry-on to the end 
of his own span of life, ever cherishing the friend- 
ship and trust of his patients, ever harboring the 
memory of this and other cases, where his friends 
and patients have gone on before him. To the 
pioneer I would say, “your life has been a full and 
useful one; rest in peace’. To the surgeon I would 
say, “death in this patient was inevitable, either 
now with the operation, or a little later without it. 
While embolism is an important factor to be con- 
sidered in the shock which led to circulatory fail- 
ure, nevertheless it is not a necessary factor. The 
immediate cause of death, however, was probably 
an embolus lodging perhaps in one of the smaller 
branches of a pulmonary artery, ‘and of necessity 
difficult of demonstration at autopsy except where 
a very minute sectioning of the lungs was had”. 
To the famiy doctor I would say: “Cherish the 
memories that have come to you through years of 
sympathetic understanding and kindly adminis- 
tration to your patients. They loved you here. 
They love you there.” 
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The Newer General Anaesthetics: 
Vinyl Ether, Evipal, Pentothal 
and Cyclopropane 


B. HERZBERG, M. D. 
Phoenix, Arizona 


(Read before a meeting of the Maricopa County Medical Society.) 


It is the purpose of this paper to discuss the 
newer anesthetics that so thoroughly aroused 
the semi-slumbering anesthetists and has 
changed anesthesia from a work that almost 
any nurse or physician could do, to one that 
requires special training and study. 

Ever since Morton discovered that ethyl 
ether could be used as a surgical anesthetic in 
1842, physicians, chemists, and other research 
workers have been experimenting first with 
one sort of anesthetic and then another. Three 
other anesthetics quickly came into use. In 
1844 nitrous oxide was found to be a satisfac- 
tory dental anesthetic, and in 1847 the anes- 
thetic qualities of chloroform were discovered, 
and in the same year ethyl chloride was found 
to have anesthetic qualities. From that time 
until ethylene began to be used in 1923, there 
was little advance in general anesthetics, al- 
though methods of administration were great- 
ly improved. 

In 1933 the whole picture changed. Reports 
came from Europe regarding a new intrave- 
nous anesthetic, namely: evipan sodium, which 
was later introduced in this country as evipal. 
About the same time vinyl ether began to be 
mentioned in the literature and Waters start- 
ed clinical work with cyclopropane. 


Vinyl ether, marketed under the trade name 
of vinethene, is a clear, colorless liquid with a 
boiling point of 82-87° F. and is extremely vol- 
atile at room temperatures. To control the 
drops from the bottle a special cap is needed; 
during warm weather the bottle must be cool- 
ed before using. 

Vinethene can be and usually is administer- 
ed with the ordinary ether mask—not tightly 
banked with towels. It can be administered 
through the ordinary gas machines, but ex- 
treme care must be taken to be certain that 
more of it doesn’t get into the gas mixture 
than is desired, and the vaporizer must be ab- 
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solutely tight. The patient must not be al- 
lowed to get the least cyanotic; an abundance 
of oxygen must be present at all times. 

The following clinical observations were not- 
ed by Beach in reporting on a series of 2,630 
eases of vinyl ether anesthesia: 

1. The period of induction is extremely 
short. The preparation of the patient and even 
the operation may be started in less than 2 
minutes. 

2. Excitation is seldom seen. 

3. There is almost complete absence of 
coughing or other irritation of the air passag- 
es. (I had one case where there was difficulty 
in holding an unruly child on the table, and I 
made the mistake of banking the mask tightly 
with towels, and after the fighting was over, 
the patient filled up with mucous and became 
cyanotic. However, she was easily brought 
around with artificial respiration. I have not 
seen this in any other patient.) 

4. It is a valuable induction agent; sda 
ing from a vinyl ether to ethyl ether is simple. 

5. Holding an even plane of anesthesia 
with vinethene is impossible on account of its 
high volatility and the quick emergency of the 
patient from the anesthetic when the concen- 
tration is below the anesthetic level inside the 
mask. 

6. The signs of anesthesia are the same for 
vinyl ether as for ethyl ether except that the 
patient is deep enough for ordinary procedures 
with vinyl ether when the eyeball is still oscil- 
lating. 

7. There is little change in the blood pres- 
sure: some cases show a slight rise, while oth- 
ers show a slight fall. 

8. An increased flow of saliva may cause 
difficulty if vinyl ether is used for long periods. 

9. There is less difficulty with vomiting fol- 
lowing its use than with ether or most other 


anesthetic gases, but as with other general an- 
esthetics the patient should have an empty 
stomach. 

10. In most instances, recovery from the 
anesthetic is prompt. (I have in mind one case 
that had a Colles fracture reduced under it and 
walked out of the office 20 minutes later with- 
out ill effects.) 

11. If the induction is crowded, the patient 
may awaken with a severe headache which 
usually disappears within a few minutes. 
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12. Muscular relaxation under vinyl ether 
is better than that with either nitrous oxide or 
ethylene, but is not as good as that from a deep 
ethyl ether anesthetic. 

Vinyl ether has a definite place as an anes- 
thetic; yet one should not axpect the impos- 
sible of it. It is not to be considered where ex- 
treme relaxation for any length of time is nec- 
essary. It certainly is indicated where re- 
laxation is needed only for a few minutes, and 
where it is desired that the patient will have 
full control of his faculties immediately after- 
ward. 

following: 

1. All minor .surgery, except where a 
cautery is to be used near the nose or mouth. 

2. As a supplementary agent to the gases 
in major surgery for increased relaxation. 

3. As an induction agent, especially in chil- 
dren. 

4. For obstetrical analgesia, and minor per- 
ineal repairs. 

5. Dental surgery. 

6. In short simple cases of the ambulatory 
type in the home and where a gas machine is 
not available. 


Evipal and pentothal produce hypnosis, nar- 
cosis, or anesthesia according to the dosage 
used and the effect desired. They do this pos- 
sibly more swiftly and more pleasantly than 
do other anesthetics. In most instances the 
after-effects are more pleasant than for almost 
any other anesthetic. They are the easiest of 
all anesthetics to administer. Only a 20 c.c. 
syringe and a 20 guage needle are needed. 

It is ease of administration and pleasantness 
to the patient that is apt eventually to put in- 
travenous anesthesia “on the shelf’ just as 
chloroform has been generally shelved in this 
country. If administered by physicians who 
fully understand its pharmacology and who 
fully respect the contraindications intravenous 
anesthesia will remain; but if used indiscrim- 
inately, it will merely be a “flash in the pan”. 
The enthusiasm of the early workers is caus- 
ing trouble with intravenous anesthesia today. 
They made it seem so simple and certain, that 
anyone reading their articles thought all that 
was necessary was to fill up a syringe and 
start giving anesthetics. 
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One of the most difficult things in the use of 
pentothal or evipal is determining the proper 
dosage for a patient. Various workers have 
given rules, such as proportion to the body 
weight, age, etc. However, it has generally 
been determined that in regard to dosage, ev- 
ery patient is a law unto himself. The usual 
method is as follows: 1 gram is diluted in 20 
c.c. of water. With the patient counting 
slowly, 2 c.c. of the mixture is injected in about 
2 minutes. The patient is then observed for 2 
to 3 minutes for untoward reactions; additional 
anesthetic is injected at the rate of about 1 c.c. 
per minute until the desired depth is reached. 
As an average, it takes about 5 c.c. of the 20 
c.c. mixture to allow the surgeon to start. Ad- 
ditional anesthetic is injected to keep the pa- 
tient at the desired level. A smooth, shallow 
respiration and a quiet or slightly oscillating 
eyeball are the signs of surgical anesthesia. 
The most difficult part is to determine the res- 
piration. A handy method is to hold a wisp 
of cotton over the patient’s nostril and watch 
its movement. 


As is true with all intravenous medication, 
once the drug is injected there isn’t much that 


can be done about it; in this instance, however, 
we have drugs that counteract an overdose or 
even the rare idiosyncrasies. The immediate 
dangerous effect of the intravenous anesthetics 
is on the respiratory system. They are respira- 
tory depressants. Metrazol and caffein in- 
travenously in extreme emergency or when 
stimulation is less urgent intramuscularly are 
good antidotes, and they should always be 
handy when intravenous anesthesia is being 
used. Oxygen and carbon dioxide also should 
always be instantly available. Coramine and 
adrenalin are of value in cases that do not 
readily respond to other stimulants. I have 
one case in mind that showed the necessity of 
being prepared. The patient was a large man 
weighing about 180 pounds and to all outward 
appearances in the “pink” of condition. The an- 
esthetic was given in the surgeon’s office for 
the purpose of removing a finger nail. Within 
30 seconds after the initial 2 c.c. were injected, 
the patient yawned, stopped breathing, and 
had the necessary stimulants not been avail- 
able, we would have had to report a death 
from intravenous anesthesia. Although denied 
before the anesthetic was given, he later ad- 
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mitted that he had taken about 16 ounces of 
whiskey as a pre-operative drug. 

The contraindications are definite and if 
kept in mind intravenous anesthesia is safe in 
proper hands. Since intravenous anesthetics 
are extreme respiratory depressants, compar- 
atively small doses of morphine should be giv- 
en pre-operatively, although enough should be 
given to quiet the patient’s apprehension. 
Their use in cases with depression of the 
respiratory centers or with severe infections 
about the upper air passages is contraindicated. 
Since they are detoxified rapidly by the liver, 
any sort of hepatic disease whether evident or 
merely suspected, and any sort of biliary dis- 
ease, with or without jaundice are definite 
contraindications. Then, since they are excret- 
ed by the kidneys, any sort of kidney disease 
is a contraindication. Although hypertension 
in itself would seem to indicate their use since 
there is generally a drop in blood pressure, one 
must be certain of the condition of the kidneys 
before using them; this drop in blood pressure 
makes their use inadvisable in hypotension. 
Heart trouble in itself is not a contraindica- 
tion, but as with any other anesthetic, such pa- 
tients must have extreme care. Veal and Ham- 
ilton reporting on 2630 cases reached the con- 
clusion that all patients with cachexia, sepsis, 
and general debility, regardless of age, are 
poor subjects for any anesthetic including in- 
travenous anesthetics especially with advanced 
age. 

This does not mean that all cases of this type 
will even be inconvenienced by intravenous 
anesthetics; but it does mean that the risk to 
the patient is increased by these drugs. I have 
used both evipal and pentothal for thoracoplas- 
ties in tuberculous patients, generally with 
splendid results. In every case, the surgeon 
considered the danger from the anesthetic less 
than that of having infection go from the in- 
fected to the sound lung. Despite the fact that 
these operations are relatively short, in most 
instances the patient required more than 1 
gram of the anesthetic, and in 5 instances 2 
ampules were insufficient and the patients 
were struggling before the operations were 
completed. I know definitely that I broke the 
following rules: 

1. Intravenous anesthesia was used on low- 


grade patients. 
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2. It was used on patients with restricted 
respiratory areas. 

3. Generally the dose was beyond the or- 
dinary safe limits. : 

4. The risk of shock was heightened be- 
cause of an insufficient depth of anesthesia. 

Yet, despite all of this, not one death could 
be attributed to the anesthetic. Circumstances 
alter cases, and since in the surgeon’s mind, 
the risk from this anesthetic was less than that 
for any other form of anesthesia, I felt justi- 
fied in using the intravenous anesthetics in 
these cases. 

The report of the Council of Pharmacy and 
Chemistry of the American Medical Associa- 
tion states that evipal-soluble probably has a 
narrow field of usefulness in which it may be 
employed with relative safety, provided it is 
used with skill and with due regard for its lim- 
itations. The contraindications both relative 
and absolute are numerous, but they have not 
been determined sufficiently to permit its use 
with absolute safety in many condiitons. It 
should not be used in the office on a patient 
just off the street. Not enough is known 
about the patient; he may have just had a few 
drinks. 

Intravenous anesthetics are safe, if used with 
care and discrimination, but if their limitations 
are not observed, they are best left alone. 


Cyclopropane was discovered in 1882, but its 
anesthetic qualities were not investigated until 
1929, and it was not used to any extent 
until 1933 and it has come into general use 
within the last 18 months. Cyclopropane is a 
hydrocarbon gas with a formula of CsHe. It is 
an isomer of propylene, the carbon atoms be- 
ing arranged in the cyclic structure. 

At room temperature and atmospheric pres- 
sure it is a gas having a pungent odor, but not 
very unpleasant. It is compressed to a liquid 
at a pressure of 60 mm. of mercury. It is heav- 
ier than air and is readily diffusible with air 
or anesthetic gases. In anesthetic concentra- 
tions with oxygen, it is combustible and ex- 
plosive. 

Cyclopropane is the most potent of the an- 
esthetic gases. Nitrous oxide or ethylene is 
given in high concentration with just enough 
oxygen to avoid cyanosis. With cyclopropane 
the reverse is true. Just enough cyclopropane 


is added to the oxygen to keep the patient 
asleep; this varies from 10% to 25% of the 
gas in oxygen. It is irritating in concentra- 
tions over 35%; but since it is never used in 
this dilution, this property of the gas is not to 
be considered. 

The high percentage of oxygen is one of the 
factors that makes one almost discard the 
usual signs of depth of anesthesia in using this 
gas. With nitrous oxide or ethylene, the color 
of the patient is one of the most important 
signs in determining depth of anesthesia; but 
with cyclopropane, the color of the skin can 
be a bright pink, and yet the patient can 
stop breathing because of an overconcentration 
of the gas. The-only safe sign is the reaction 
of the eyes. Oscillating eyeballs mean a light- 
ly anesthetised patient; a fixed eyeball, with 
pupils slightly enlarged means deeply anes- 
thetized. 

There are 2 prime factors that make this gas 
especially safe. The first is that it is impossible 
to reach a depth of anesthesia that can depress 
the cardiac centers, since respiratory paraly- 
sis is reached long before such a depth is 
reached. With respiratory paralysis the air 
canal is always open; all that is necessary is to 
empty the mixture from the bag on the ma- 
chine, fill with oxygen, and then gently force 
oxygen into the patient’s lungs by squeezing 
the bag. Generally, a minute or 2 of this is 
all that is required. 

Some cases do not tolerate high concen- 
trations of this gas well, but in my practice 
these cases have been rare. They are readily 
detected during induction. Ordinarily, little 
change occurs in the pulse during the induc- 
tion period, yet in these cases, there is a sharp 
change. This change may be either an increase 
or decrease in rate and volume or in both. 
When such a case is found, cyclopropane may 
still be used, but it must be used with great 
caution and in low dilutions. Nitrous oxide 
and ether may be added to obtain the neces- 
sary depth of anesthesia. 

Had cyclopropane no other virtue, its adapt- 
ability for use on patients with pulmonary dis- _ 
ease would more than make it worth while. 
Tuberculous patients have offered one of the 
worst problems the anesthetist has had to 
face. Before having cyclopropane, all we 
could do was to give ethylene; and when the 
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surgeon would have to infiltrate the tissues 
with novocaine; even when this was done, the 
patient would sometimes get out of control and 
coughing and retching would be a serious com- 
plication. We are still not always able to get 
deep surgical anesthesia in these patients, but 
at least they are always quiet; the worst cases 
may need a little novocaine in the fascia and 
peritoneum for a fair degree of relaxation. 

This gas is especially indicated in anemic 
cases. The hyperoxygenation means added 
safety to them. 


There are many ways of giving the gas; the 
easiest and simplest is to start the anesthetic 
either with nitrous oxide or ethylene. Then 
when the patient reaches the maximum depth 
from this, the cyclopropane is added slowly to 
the mixture, generally at the rate of 200 to 
300 c.c. per minute. When the desired depth 
of anesthesia is reached, the cyclopropane is 
turned off, and the anesthetic is continued by 
the carbon-dioxide absorption technique. This 
is essential because of the high cost of the gas, 
and of the necessity of knowing the exact 
mixture in the bag at all times. 

Some anesthetists claim that the same depth 
of anesthesia can be reached with cyclopro- 
pane that can be reached with any other an- 
esthetic; such has not been my experience, and 
most reports concur with this. It has been suc- 
cessful in all cases outside of the abdomen, ex- 
cept for reducing some fractures and disloca- 
tions. In the lower abdomen, it is successful in 
women who have had children and fairly suc- 
cessful in others. In most men, cyclopropane 
is all that is required, but.some cases require 
the addition of ether. The upper abdomen 
presents another problem. Here it is the ex- 
ception rather than the rule when ether is not 
added. 

Another valuable factor of cyclopropane is 
its safety in helping local anesthetics, re- 
gional blocks, intravenous anesthetics, or even 
spinals that either wear off or fail to give the 
desired results. The hyperoxygenation makes 


. its use safe with any of these. 


In conclusion, I give the conclusions reached 
by the Mayo Clinic following the study of 
5,963 cases: 


1. Cyclopropane is not to be handled with 
impunity; each case requires constant supervi- 
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sion and the administration must be watched 
constantly. 

2. Certain patients tolerate more of this an- 
esthetic than do others. 

3. In patients who do not tolerate the gas 
well, the pulse will change, and in these cases 
the cyclopropane can be diluted with nitrous 
oxide or ether. 

4. Since it is inflammable, it cannot be used 


- around a cautery. 


5. It is of outstanding value in patients with 
pulmonary disease. 

6. It can only be used with the soda lime 
absorption technique. 

7. It is the safest form of general anesthetic 
to use when other forms of anesthesia have 
failed. 


CHRONIC URTICARIA FROM 
BACTERIAL PROTEINS (?) 
CURE BY USE OF SPECIAL- 

IZED VACCINE; 
CASE REPORT 


ORVILLE HARRY BROWN, M. D. 
(Phoenix Clinic) 
Phoenix, Arizona 


A young woman had had general hives al- 
most constantly for about 2 years. 

I have found usually that eliminating foods 
to which a person with urticaria is found sen- 
sitive by intradermal testing effects cures. It 
may be necessary to make the elimination 
thorough and protracted. 

This patient is obese and the natural as- 
sumption was that she took too much food and 
hence her allergic troubles would most likely 
be from food. 

Notwithstanding thaa all foods to which she 
gave even suspicious reactions were eliminated 
there was relatively little improvement. 

Skin testing for contactants, inhalants, etc., 
gave negative results. 

For about two years I have used stock vac- 
cines for testing for bacterial protein sensitive- 
ness. These vaccines are relatively inexpensive 
and suffice equally as well and perhaps su- 
perior to autogenous vaccines in many cases. 
Were it not for the expense I would always 
supplement the stock vaccine tests, however, 
with autogenous vaccine tests. Only the vac- 
cines, stock or autogenous, to which positive 


r 
n 
Tr 
ie 
d 
Ww 
th 
u 

tr 
ni 
ar 
in 
tir 
th 
fe: 
di: 
se 
fa’ 
th: 
rit 
re: 
an. 
ga 
tit: 


JUNE, 1937 


reactions—by immediate hive or delayed red- 
ness—are used in the treatment vaccines pre- 
pared by adding 0.05 c.c. more or less of each 
reacting vaccine to 10 c.c. of normal saline. 

A more detailed report of the specialized 
vaccine and the results obtained from its use 
will be made at a later date. 

The special vaccine for the case in question 
contained no autogenous strains. The first in- 
jection, 0.1 c.c. or thereabouts produced such 
definite improvement that the patient phoned 
me a few hours later that she was convinced 
we had at last found the cause of her trouble. 

At any rate by continuous protracted use of 
the vaccines in cautiously ascending doses, her 
urticaria apparently has been cured. 


DERMATITIS INAUGURATED 
BY NEOARSPHENAMIN; 
CONTINUED BY FOOD 
(A Case Report) 


ORVILLE HARRY BROWN, M.D. 
(Phoenix Clinic) 
Phoenix, Arizona 


A white woman with an atypical paralysis 
agitans had a positive blood Wassermann. In- 
travenous injections of neoarsphenamin defi- 
nitely improved her palsy, but was followed 
with dermatitis. Evidently the arsenical prep- 
aration inaugurated the dermatitis as there 
was definite exacerbation after each of several 
injections. The reason the injections were con- 
tinued after the onset of the skin irritation is 
that at first it was regarded as a “heat” mani- 
festation, since the time was midsummer. 

The neoarsphenamin administration was 
discontinued; other anti-luetic treatment which 
seemed not to affect the skin favorably or un- 
favorably was given and healing lotions and 
ointments were applied to the skin. 

Most of her body had a generally reddish, 
thickened itching skin; a most tormenting pru- 
ritis was constantly persistent and stubbornly 
resistant to the treatment up to this point. 

Thorough food testing of her was then de- 
c:ded upon. Only by eliminating all foods— 
and there were many of them—to which she 
gave even slight skin reactions, did the derma- 
titis disappear. ; 


Inferences 
An allergic process may be started by one 
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agent (neoarsphenamin in this case) and con- 
tinued by others (foods in this case). Thor- 
ough testing may be essential to effect a cure. 
Certainly in this case testing and eliminating 
only a few food substances would have result- 
ed in failure. 


BOOK REVIEWS 


SURGICAL PATHOLOGY OF THE THYROID 
GLAND by Arthur E. Hertzler, M.D.. Surzeon to the 
Agnes Hertzler Memorial Hospital, Halstead, Kan- 
sas, Prof. of Surgery, University of Kansas; J.:B. 
Lipvincott Co.; Philadelphia; 1937. 

The author’s contention is that if thyroidectomy 
is to do the most good the entire gland must be re- 
moved. He does not believe myxedema depends 
upon lack of thyroid tissue. If we read his thought 
% 

In his preface he says that progress in medicine 
is somewhat like the milling herd of cattle—they go 
nowhere until an animal bolder than the rest takes 
the lead and goes across the fields. The book is a 
recital of the reactions he has obtained by putting 
his own ideas into practice. Hertzler is always in- 
teresting because he is bold enough to say what he 


The illustrations and the type and the printers’ 
art throughout are excellent. The book is recom- 
mended to all who are interested in thyroid work. 


DIABETES, by Anthony M. Sidoni, Jr., M. D. 
Chief of the Diseases of Metabolism at the St. Ag- 
nes Hospital; Chief Consultant in the Diseases of 
Metabolism at the Oncologic Hospital; Physician to 
the Medical Dispensary of Presbyterian Hospital, 
Philadelphia; Whittlesey House; McGraw-Hill Book 
Company, Inc., New York; 1937; Price $2.00. 

This is another book put out by the Whittlesey 
House and is one of the Whittlesey House series of 
which Dr. Morris Fishbein is editor. This is the 
third one, the others being “Healthful Living” by 
Harold S. Diehl, M. D., and “Arthritis and Rheu- 
matic Disease” by Maurice F. Lautman. 

Morris Fishbein has written a four page editor’s 
introduction to the subject. 

The contents of the book is divided into three 
parts. Part one consists of the questions which pa- 
tients ask physicians and the answers. Part two has 
to do with “what to know” and part three with 
“what to do.” This is a handy volume written so 
that the patient should be able to read it under- 
standingly. It is a safe volume for physicians to 
place in the hands of their patients. The book is 
a beautiful example of the printer’s art. 


SYNOPSIS OF PEDIATRICS by John Zahorsky, 
A. B., M. D,, F.A.C.P.; Prof. of Pediatrics and Di- 
rector of the Dept. of Pediatrics, St. Louis Univer- 
sity School of Medicine, and Pediatrician-in-Chief 
to the St. Mary’s Group of Hospitals; Fellow of the 
American Academy of Pediatrics; The C. V. Mosby 
Co.; St. Louis, Mo; 1937; Price $4.00. 

This is the second edition of this small volume. 
The book is designed to supply physicians doing 
pediatrics facts on the entire field. There are 61 
chapters, 80 illustrations and nine colored plates. 
The size of the book makes it particularly practical 
and useful; a physician can put it in his pocket or 
handbag and have it for ready reference. Knowing 
the author as we do we recommend the book as hav- 
ing reliable data. 
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A PRACTICAL METHOD OF POST-GRAD- 
UATE STUDY FOR SMALL GROUPS 
OF PHYSICIANS. 

We have several times made mention of the 
post-graduate study which the Phoenix Clini- 
cal Club has pursued for a number of years. 


In other columns of this issue will be found a _ 


discussion by members of this club. 

The method is simple and practical. Case 
histories are supplied to the various members, 
certain ones of whom are selected to discuss 
each case. These histories are selected from 
the Cabot case histories in the New England 
Medical Journal or from other sources. Not 
infrequently members of the club supply cases 
from their own practices. As a rule all data 
are given except those of the post-mortem. 
In the case history presented in this issue even 
the post-mortem findings were given; this par- 
ticular case was sudplied by a local physician. 

As small a group as three or four or at least 
six can carry on this type of study. As will be 
seen by reading the discussions presented in 
this issue, it is necessary that the physicians 
do a considerable amount of reading in order 
to present intelligent and edifying discussions. 


THE ACTIVITIES OF THE AMERICAN 
MEDICAL ASSOCIATION 

Elsewhere in these columns will be found 
the report by Dr. J. D. Hamer upon the 1936 
meeting of the House of Delegates of the 
American Medical Association. We are pub- 
lishing this in considerable detail in order to 
give our readers a first hand information of 
the various activities of the American Medical 
Association, and of the work of the House of 


Delegates. We suggest that every physician 
read this report. 


. DEFINITION OF WORD “CLINIC” 

The Judicial Council of a State Medical As- 
sociation was asked to give a definition of the 
word “Clinic” as used by those doing so-called 
group practice. Their report is as follows: 
“Originally the word in its verbal form meant 
‘to lie down,’ or ‘to recline.’ And in its nom- 
inal form it signified that on which one lies or 
reclines; namely, a bed. Owing to the fact that 
most persons who are really ill are confined 
to bed, the word acquired the somewhat spe- 
cife meaning of a bed of sickness. With the 
recognition of the importance of practcial in- 
struction at the bedside in the teaching of med- 
icine, the term “clinique” was introduced in 
France to designate an institution or school 
where students were taught by the examina- 
tion and treatment of patients in their pres- 
ence. Clinique was Anglicized into clinic, but 
its application to a teaching institution has al- 
ways been retained up to very recent times. 
In a changing world, words frequently acquire 
meanings not contained in their original sig- 
nificance. The term “Clinic” was adopted com- 
paratively recently by a few physicians and by 
a greater number of groups of physicians to 
designate their offices or workshops, perhaps 
for the want of a better term, perhaps for the 
purpose of conveying to the public mind the 
idea of greater importance or of institutional 
dignity. Whether or not the use of the term in 
this connection has come to stay cannot be pre- 
dicted; but that its use in this way does not 
find justification in the original significance of 
the word is evident.” 
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AUTOPSIES 
Mr. Frank J, Peacock, Jr., a mortician, dis- 
cusses the subject of better relationship be- 
tween the medical and mortuary professions. 
His conclusions are worthy of reading, and are 
as follows: 


“The physician is obligated to his patients. How- 
ever, both the medical and mortuary professions 
have two common functions to per form, namely, 
the rendering of a humane and professional ser- 
vice, and the protection of public health. If these 
functions are to be conscientiously performed 
there must be a cooperative spirit between the 
have two common functions to perform, namely, 
combined achievements cannot be attained. Such 
cooperation between the professions must be pre- 
sented through three channels. 


“1. The medical profession must assume the full 
responsibility of educating the public concerning 
the importance and advisability of autopsies. 

“2. A standard method of autopsy technic must 
be established whereby the existing ill feelings be- 
tween certain members of each profession will be 
completely alleviated. Such a standard will enable 
the mortician to fulfill his obligation of protect- 
ing the public health by proper preservation of 
autohsied bodies. 

“3. When the medical profession is willing to 
presant important pathological and anatomical 
findings to the mortuary profession with respect 
to embalming, it is easy to see where the morti- 
cian would have more justification in departing 
from any feeling of neutrality. As such, he could 
cooperate more fully when the occasion demands. 

“In order to arrive at a more complete under- 
standing of fulfilling our several ends, I recom- 
ment that: 

“1. The mortician and the physician lend every 
effort to break down the time element which sur- 
rounds post-mortem examinations. 

“2. Both the medical and mortuary professions 
keep in mind the sacred, humane and legitimate 
wishes of bereaved families. 

“3. The medical profession encourage pre- 
autopsy embalming for bodies which are to be 
shipped, and for those where untimely delays are 
unavoidable. 

“4, The medical profession clear its ranks of 
those who take advantage. 

“5. The mortuary profession likewise clear its 
ranks of those who take advantage of physicians, 
hospitals, and the autopsy situation. 

“6. The medical profession educate its member 
to adhere strictly to the proposed autopsy technic 
standard, thus eliminating ‘butchering’. 

“7. The mortuary profession, by and large, take 
inventory of its own ranks and make certain that 
every embalmer knows how to adequately embalm 
a body which has been subjected to any type of 
post-mortem examination. 

“8. Hospital attaches and physicians work out 
standard autopsy consent blanks which will be in 
keeping with the recommendations of the mortu- 
ary and medical professions, 

“9. Every autopsy permit specify the extent of 
the examination. 

“10. The medical profession refrain from de- 
pending on the mortuary profession to solve its 
problems of post-mortem examinations. 

“11. The physician cooperate with the morti- 
cian. The mortician is the physician’s friend. He is 
not the emblem of ignorance and robbery that 
of the medical profession purport 

im 


“My friends, I leave these thoughts and recom- 
mendations with you in the hope that they may be 
of some assistance in arriving at a better relation- 
ship between the medical and mortuary profes- 


sions.” 


SOMETHING SHOULD BE DONE ABOUT 
THE MAN OF FIFTY 

The wholesale manufacturing chemists are 
making an endeavor to do things with and for 
the medical profession. There are those, how- 
ever, who use the medical profession purely to 
reach the public with their wares; there are 
even a number of the so-called “high-class” 
wholesale drug firms who advertise products 
to the lay public and who also use the “de- 
tail” men to sell large amounts of the same 
product, often inferior, through physicians. 

The purpose of this editorial, however, is to 
call attention to a portfolio of E. R. Squibb and 
Sons which deals with diseases which com- 
monly attack those of fifty and over; the plea 
is that the public present themselves to the 
physicians at stated intervals for careful exam- 
inations. 

We congratulate Squibb and Sons upon this 
excellent portfolio and plea; we believe it will 
be advantageous to both the public and the 
profession. 

We trust that Squibbs is not one that is ad- — 
vertising some product which should reach the 
public only through the prescriptions of physi- 
cians. 


MINUTES OF MEETING OF YAVAPAI 
COUNTY MEDICAL SOCIETY, HELD 
MAY 18, 1937, AT JEROME, ARIZONA. 

With Medical Officers of Whipple 

There were present, from Whipple, Drs. Cobb, 
Foster, Herrick, McClintic, Menendez, Quinn and 
Tollefsen; from Jerome and the Verde Valley, Drs. 
Carlson, Jolley, Hein, Hilton, Phillips, Taylor and 
Southworth; from Prescott, Drs. Allen, Bassett, 
Born, Looney, McNally, Swetnam, Yount, Florence 
Yount and Yount, Jr. 

Dr. E. B. Jolley of the Phelps Dodge Hospital 
staff, groups one and two, presented their Cabot 
cases for discussion. 

-Group one: history read by Dr. Looney; discus- 
sion by Drs. Menendez, Born and Foster. 

. Group two: history read by Dr. McNally; dis- ~ 

cussion by Drs. McClintic and Allen, 

The discussion by each group showed careful 
study and preparation, again demonstrating the 
value of group study of these cases. 

The next meeting is scheduled for Tuesday, June 
15th. Dinner will be at the Hassayampa Hotel, 
Prescott, at 7 p.m., and will be followed by a sci- 
entific program to be provided by the medical of- 
ficers of Whipple. 

There being no further business the meeting ad- 


journed. 
C. E. YOUNT, Sec’y. 
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NEWS ITEMS 


Dr. Coit I Hughes of Phoenix was recently ap- 
pointed state superintendent of public health for 
Arizona. He took over the office immediately—suc- 
ceeding Dr. George C. Truman of Mesa. 


The infirmary on the campus of Arizona State 
Teachers college at Flagstaff opened to use of stu- 
dents several weeks ago, has been named Moeur 
infirmary in memory of the late Gov. B. B. Moeur. 
It contains a four-bed ward for women, one of the 
same size for men, two smaller rooms for isolation 
cases, a diet kitchen, q reception room, a treat- 
ment office, a utility room and five private baths. 


OBITUARY 

Memorial services for Dr. E. E. Mansfield, for 
the past four years resident physician at the Salt 
River Indian School, were held on May 15th. Dr. 
Mansfield, a Spanish-American and World war 
veteran, died unexpectedly Tuesday in the Phoenix 
Indian school hospital. Although he was 70 years 
old, he had been on active duty almost until his 
death. Before being assigned to the Salt River 
school, he was resident physician at the Sacaton 
reservation school for nine years. Surviving is a 
daughter in Alabama. 


Immunizations clinics were held in Young, Ariz., 
Wednesday, with Dr. G. F. Manning of Globe in 
charge. He was also a guest speaker at a meeting 
of the Young Woman’s Club. 


Dr. L. J. Saxe, Phoenix, member of the state 
hospital staff, spoke before the Maricopa Eugenics 
Society Thursday, May 8, on “Heredity in Mental 
Disease.” 


Construction has been started on a building to 
house a medical and dental clinic organized in Saf- 
ford, Arizona, recently. The building will occupy 
a 40 by 60 foot lot at the corner of Fifth Avenue 
and Fifth Street. It is to cost approximately $10,000 
and will be equipped with medical, surgical and 
dental appliances to cost $40,000. It will contain 
an operating room for minor surgery, laboratory 
and x-ray facilities and 16 treatment rooms. The 
clinic was formed by Dr Lyle A. Condel of Pima, and 
Dr. F. W. Butler, and Dr. F. G. Heisser of Safford. 


Mr. and Mrs. Henry M. Maus of Phoenix recent- 
ly announced the engagement of their daughter, 
Katherine to Dr. Joseph Lentz of Phoenix. Dr. 
Lentz is now on the staff of the San Francisco 
County hospital. The betrothed pair plan to be 
wed in the fall. 


Open house was held by the Phoenix hospitals 
on Wednesday, May 11th, in observance of National 
Hospital day. The anniversary of the birth of 
Florence Nightingale, pioneer nurse, was observed 
with demonstrations and tours of inspection. 


Dr. O. E. Utzinger, physician of the Nevada Con- 
solidated Copper Company hospital in Ray, re- 
turned to his duties on May 14th, after suffering 
more than a month with pneumonia. For a time 
he was in the Desert Sanatorium of Tucson. 


Dr. Henry L. Franklin of Phoenix recently un- 
derwent an operation at the Good Samaritan Hos- 
pital in Phoenix. He is now convalescing at his 
home and the reports are that he will soon be back 
in his offices. 


SOUTHWESTERN MEDICINi: 


Proposed consolidation of the Maricopa County 
Public Health Unit and the Phoenix health de- 
partment was discussed by city and county offi- 
cials at a meeting held during the latter part of 
May. Under the plan, the two units would become 
a single department operated under supervision of 
the U. S. Public Health Service. This set-up would 
permit the city and county to avail themselves of 
a federal grant for the operation of the combined 
health unit, amounting to approximately $25,000.00 
per year. Supporters of the plan believed that it 
would not only increase efficiency and prevent the 
overlapping of effort. on the part of the two separ- 
ate health divisions, but also would make for econ- 
omy. 


Basic Science examinations were give June 
15th for all applying to the State Basic Science 
Board for licenses to practice medicine in Arizona. 
Applications should be in the hands of the board 
two weeks prior to the tests. The next examina- 
tion will be in September. 


Dr. Ludwig Lindberg, who has been associated 
with a group of doctors in Los Angeles for the past 
several years, has recently opened offices at 115 
So. Stone Ave., Tucson, Arizona. 


Dr. J. Rosslyn Earp of Santa Fe, N. M., has re- 
signed as State Health Officer. He is replaced by 
Dr. Godfrey. 


A former Arizona physician had a dream which 
is described by the San Francisco Chronical as fol- 
lows: 

“A local doctor’s dream, which he pictured on 
canvas, today stands a reality, 

“About eight years ago Dr. F. H. Redewill, urolo- 
gist, painted a picture of a bridge across the Gold- 
en Gate to the Marin shore. In 1929, a bridge 
across the Gate was built of thin stuff—talk and 
dreams, 

“Dr. Redewill spoke about the bridge before the 
Executive Association, the Optimists and several 
sections of the Commonwealth Club. 

“He went to work and painted a canvas, almost 
five feet square of his conception of ‘the largest 
suspension bridge in the world.’ 

“He used the picture as a climax to his talks. 
Once while moving, the picture was lost. 

“Yesterday it was discovered in the Goodwill 
Store. Some woman had given it to one of the 
many Goodwill drivers. They will sell it as part of 
their regular program of helping the unfortunate 
to help themselves, 

“Dr. Redewill is no engineer, talked to no en- 
gineers, saw no plans for the bridge before he did 
his picture. Yet his ‘bridge’ bears striking resem- 
blance to the giant steel structure now opened.” 


REPORT OF THE ARIZONA DELEGATE 
TO THE AMERICAN MEDICAL 
CONVENTION 
Kansas City, Missouri, May. 11-15, 1936. 


J. D. HAMER, M. D. 
Phoenix, Arizona 


(Prepared for the 46th Annual Meeting of the Arizona State 
1 Association, Yuma, April 1-3, 1937.) 


You who have not attended an annual session of 
American Medical Association have a real 
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thrill in store. You may wander down one isle af- 
ter another, viewing hundreds of exceptionally fine 
exhibits of almost every type of scientific study, or 
hear authoritative lectures on many subjects, and 
view dozens of moving pictures, photographic 
studies, demonstrations, and actually converse with 
leaders in almost any field in which you are in- 
terested. The commercial exhibits alone offer a 
broad education. 

The organization of the House of Deegates and the 
manner it disposes of its business, makes it one 
of the smoothest running machines that has ever 
been developed for any society. It is an acme in 
parliamentary procedure, and has served on several 
occasions aS a model for other organizations to 
follow. As a matter of fact, a member, and officer 
of the American Bar Association, was privileged to 
sit with the members of the house during its de- 
liberations, in order to observe the methods, with 
the result that this organization adopted a similar 
set-up later in the year at its annual convention in 
Boston. 

The house is presided over by a speaker, elected 
annually, or in his absence, by a  vice-speaker. 
Mempers of the house are physicians elected by 
the various state constituencies, the number vary- 
ing for each state in accordance with the number 
of registered doctors. One member from each of 
the 15 sections of the A. M. A., one from each of 
the United States Territories, and one each from 
the U. S. Public Health Service, the Army and the 
Navy, complete the membership. The members of 
the house nominate and elect the officers of the 
A. M. A., the Board of Trustees, and approve 
or reject the names suggested by the president 
each year for the various standing commit- 
tees. The speaker, upon the opening oi the house 
of Delegates, appoints 11 reference committees, and 
to these ali reports of officers, board and councils, 
resolutions, and other business go, for study, open 
hearings, reports and recommendations back to the 
house for action. In this way, the business is dis- 
pavcned with much saving of time, as well as pro- 
viding opportunity for careful study and council 
berore otsicial action is taken. This feature, how- 
ever, does not prevent debate on the floor of the 
nouse. 

The eleven reference committees are: sections and 
sect.on work, rules and order of business, medical 
education and hospitais, legislation and public re- 
latuuons, hygiene and public health, amendments to 
the py-laws and constitution, reports of officers, 
reports or board ot trustees and secretary, report 
on credentiais, executive sessions, and musceilane- 
ous business, 

The House of Delegates convened at the Hotel 
Munipacn,, at 10:uu A.M., May 11, last, with 
van Htten in tne chair. Arter tne pre- 
lumunary report ot the credentsal committee, seat- 
Ing wu deegates, tne speaker read his 
charge to the members of the house. He empha- 
Sized the imporcance or tne auties of eacn de:egate, 
not only to himself, but, even more important, to 
tne stave waucn ne represents, and to tne American 
Meduvai AssOuation. He stressed tne importance of 
Cacn aeiegate’s vouwlng an opsnion on ali matters, 
SO tnat au Iimal procedures will reriect the senti- 
ment of American medicine in all actions. He as- 
sured all of recognition, so that democratic delib- 
eration would prevaul, and he especialy encouraged 
hew memoers to participate. His paper dwelt, at 
some iengtn, upon ciluzensnip of aoccors, and his 
Temarks were not particwariy tiattering, inasmuch 
aS pnysicians as wnoie, were muserapie laiures 
in the exercise of their citizenship, either through 
their indolence, private self-interest, or through an 
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inflexible party-spirit. He urged his hearers to em- 
ploy their abilities in the promotion of public 
health, by a frank discussion of all policies con- 
cerned in local and national health problems. He 
characterized our general dignified aloofness as 
stupidity, dictated by laziness, and in his closing re- 
marks, recognized the difficulty of anyone’s seeing 
clearly through all the obscure influences con- 
fronting American medicine, but urged all to make 
serious effort for what is best for both the Amer- 
ican Medical Association and especially for the 
American people. 


The address of the president of the A.M.A., Dr. 
James J. McLester, reviewed the accomplishments 
of his administration during the past year, the ex- 
tension of the work of the councils and bureaus, 
‘and outlined the possibilities for service in the fu- 
ture. In reveiewing the opposition to socialized med- 
icine, he stated that so far, the independence of 
the American physician is preserved, but warned us 
for continued effort. He recalled that some of the 
governments of Europe reached out after the con- 
trol of medicine after a series of other social re- 
forms, and once establishing hold of medical prac- 
tice, have never relaxed. He predicted such an at- 
tempt here by the Social Security Act, and then 
asked the question as to our attitude. He felt that 
the answer would be supplied by 1 of 3 groups: 
public social workers, economists and reformers, 
legislators, or the medical profession. He urged 
constructive thought on the problems of socialized 
medicine, and asked that we be the first to offer 
proper proposals—after long and deliberate thought 
and investigation. Some progress had been made 
so far: the Council of Medical Education and Hos- 
pitals is studying medical needs for the future, and 
suggesting such revision of medical education as 
seems advisable, and is giving thought as to the ad- 
mission of medical students to secure only the best, 
calculated to measure up to the opportunities. 


A highly meritorious step is the organization of 
certifying boards for the specialties, these boards 
being sponsored by the Council of Medical Educa- 
tion, and the sections, under the direction of the 
House of Delegates. 


The Bureau of Medical Economics is studying 
various hospital schemes, and their relation to pos- 
sible imposition upon physicians or violation of 
professional standards, and an authoritative an- 
swer is: expected within the near future. 


Other subjects being studied are: standardization 
of the relationship between the medical and gov- 
ernmental agencies, such as boards of health, etc.; 
indigent care, and its relation to medicine and 
governmental agencies; the education program by 
radio, speeches, etc., by the Bureau of Public Health 
and Public Instruction; also their attempt to com- 
bat nostrums, quacks, and radio advertising of an 
obnoxious nature. 

In his closing remarks, the president expressed 
a beautiful sentiment toward the president-elect of 
the A.M.A. who was forced to be absent from the 
convention, because of serious illness. (During 
the night of the general opening meeting, Presi- 
dent-elect, Dr. J. Tate Mason, was installed as 
president-in-absentia.) 

The message from president-elect, Dr. J. Tate 

was read by one of the members of 
the house from Washington. He dwelt largely 
upon his impressions from travels over the coun- 
try during the past year. He found many physi- 
cians who do not know of the vast amount of work 
carried on by the headquarters of the American 
Medical Association. During his travels, discussions 
invariably turned toward medical economics, and 
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he learned that all medical men do not think alike 
on this question. In general, he was able to classify 
the divergence of thought into 3 catagories: 


(1) A small group of physicians felt that the 
A.M.A. needed more leadership, that more definite 
proposals should be made for the future of organ- 
_ ized medicine, that more money should be spent 
for radio publicity, and so on, and the organiza- 
tion should prepare skeleton plans for medical 
service which all county societies could adopt, and 
which eventually would become universal for all 
component societies of the A.M.A. 


(2) A group felieve that a change in the 
delivery of medical care is impending and prob- 
ably necessary. They would advise, in this evolu- 
tionary development, that all that is good and 
worth while in the present schemes in practice be 
preserved intact. These men approve of the small 
units of service over limited geographic areas that 
‘are being organized at the present time rather 
than of a large aggregation of units. They felt that 
it would take 5 to 10 years to inaugurate these 
schemes, and by that time many could be corre- 
lated, and regulated to prevent competition be- 
tween them, and also avoid overlapping. They 
doubt that any scheme can be made applicable to 
all sections of the country. 

(3) The third group, and by far the largest, felt 
that the stringency of the recent economic depres- 
sion, has made medical economics a matter of vi- 
tal concern, but that hasty action on the part of 
organized medicine in changing the system of 
practice, is not for the best. The valley of every 
business cycle, when fortunes are at low ebb, has 
ever been a fertile breeding ground for panaceas of 
all kind, and this group feels that, as the cycle be- 
gins the upward swing toward prosperity, these 
schemes, or many of them, will be abandoned and 
forgotten. This group believe in the policies adopt- 
ed by the House of Delegates in the near past, such 
policies being simply the restatement of funda- 
mentals which our leaders for nearly a century be- 
fore have found essential to the preservation 
of the most advanced medical practice, as well as 
for the best professional care of the public. They 
are pleased to hear that the aim of the A.M.A. is 
to preserve the individual private practice of med- 
icine, with free and open competition among physi- 
cians and the maintenance of personal relation- 
ship of doctor and patient. This group also feels 
that the most certain method of hastening state 
medicine would be for the profession to institute 
radical changes in medical practice in the form of 
an, experiment of some kind, especially the adop- 
tion of the prepayment and insurance schemes, 
which would drift inevitably as do all plans initiat- 
ed by private groups, into bureaucratically admin- 
istered compulsory insurance under government 
control. 

The president-elect, in his closing remarks, said 
the medical profession may rest assured that its 
future depends on defeat of the present trend to- 
ward general socialization, and the maintenance 
in America of at least a moderate individualism. 
Any alternative is the bartering of our status as 
independent professional men for the dependent 
and fixed condition of government servitude. How- 
ever, he felt, too, that the majority of men whom 
he had met had no great disapproval of the adop- 
tion of some type of sickness insurance for the 
near indigent people carried out by the local medi- 
cal societies, but were unanimous in their disap- 
proval of the adoption of sickness insurance, eith- 
er of the voluntary type for everybody, or the com- 
pulsory variety. They likewise disapproved of the 
extension of federal control of medicine. 


SOUTHWESTERN MEDICINE 


The secretary, Dr. Olin West, reported the number 
of members of the American Medical Association 
as 101,943, on March 1, 1936, an increase of 2,410 
over the previous year. The numbers of fellows is 
62,997, an increase of 1,591 over the previous year. 
He advised greater care in the selection of mem- 
bers, then touched upon the field work of the 
officers, Board of. Trustees, editor of the journal, 
and the directing heads of the various councils, 
bureaus and departments. He asked that a clear 
definition be outlined for the jurisdiction of com- 
ponent societies and constituent associations, inas- 
much as there is considerable misunderstanding on 
this score. There are physicians, and many of 
them, who reside near county lines, and near state 
lines, where it is more convenient for them to af- 
filiate with the nearest society, regardless of the 
fact that their affiliation would not be in the coun- 
ty or state in which they reside. However, there 
are reasons why it is just as important for the 
jurisdiction of a constituent state assocation over 
physicians within its own territory to be as defi- 
nitely fixed as the jurisdiction of the component 
county society. He, therefore, requested the House 
of Delegates at this session to consider the advisa- 
bility of formulating suggestions, to be offered to 
the constituent associations, to the effect that 
physicians residing near state lines may be given 
the privilege of affiliating with the component so- 
cieties of immediately adjacent countes in other 
states. Such an arrangement would involve defi- 
nite agreements between the constituent state med- 
ical associations of adjoining states. 


The report of the Board of Trustees consisted of 
94 pages, and stated at the outset that the 
work of the American Medical Association had 
reached such proportions ‘that five hundred and 
fifty persons were required on the pay-roll. I now 


give a brief summary of the various matters pre- 
sented by the 


A. THE JOURNAL OF THE AMERICAN MEDI- 
CAL ASSOCITION: 

The journal is maintained at the high standard 
of recent years, and an attempt has been made 
during the past year to develop new features of 
practical value to the general practitioner. Its paid 
circulation increased by 4,344 over the previous 
year. 


B. SPECIAL PUBLICATIONS: 

The board viewed with some alarm, and is giv- 
ing attention, to the matter of commercially pub- 
lished periodicals in special fields which become 
the official organs of special societies with com- 
pulsory subscriptions. Loyalty to the association 
should prompt the members of such socities 
to arrange for services in the publications already 
existing, and in that way serve to promote the in- 
terests of all concerned. During the past year the 
association lost about $28,000 through the publica- 
tion of its special journals. 


C. HYGEIA: 

The numerous commendations and the increas- 
ing use of Hygeia in schools and libraries, and as 4 
source of public health information for many lay 
publications indicate that it is serving the purpose 
= yoy it was established. It, too, is published 
at a loss. 


D. LIBRARY: 

The library has extended the scope of the peri- 
odical loans and package library service, and has 
maintained the Quarterly Cumulative Index Med- 
icus at a high standard. The Cumulative Index is 
also published at considerable loss. 
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E. COOPERATIVE MEDICAL ADVERTISING 
BUREAU: 

Two-thirds of the constituent state medical as- 
sociations publish journals, and 32 of the 34 are 
represented in the Cooperative Medical Advertising 
Bureau. 


F. COUNCIL OF PHARMACY AND CHEMISTRY: 


The council has completed 30 years of service. 
It has under way a special investigation of catgut 
sutures. The articles on glandular phsyiology and 
therapy was a much needed survey. The council 
has published 2 articles on non-specific protein 
therapy, which should aid in overcoming the cha- 
otic condition of this subject. 


The Council of Pharmacy and Chemistry and 
the Committee on Foods have formed a Coopera- 
tive Committee on Vitamins which has made rec- 
ommendations on vitamin problems. The council 
in cooperation with the Council on Physical Ther- 
apy and: the Committee on Foods, has adopted a 
reorganization plan which provides for a federa- 
tion of the administrative work of the 3 groups and 
a correlation of overlapping problems. 


G. COUNCIL OF PHYSICAL THERAPY: 
The Council on Physical Therapy has been fo- 
cused on: 


(1) Instruction of the general practitioner by 
publishing 16 articles in the journal, by revising 
the Handbook on Physical Therapy, and by coop- 
erating with the Council on Medical Education and 
Hospitals in formulating curricula for schools of 
training for physical therapy technicians, It is 
sponsoring physical therapy exhibits before coun- 
ty, state and special medical society meetings. 


(2) Investigation of different types of appara- 
tus, and publication of reports in the booklet enti- 
tled “Apparatus Accepted by the Council on Physi- 
cal Therapy,” a volume that is available to all 
physicians, and 

(3) Investigation of new physical therapy meth- 
ods having a semblance of practicability, such as 
the infra-red and ultraviolet generators, orthope- 
dic appliances, surgical supports, positive and neg- 
ative pressure apparatus, oxygen tents, resuscita- 
tion apparatus, radium and radon products, x-ray 
equipment,, hearing aids, audiometers, and surgi- 
cal and medical diathermy apparatus. 

H. BUREAU OF LEGAL MEDICINE AND LEGIS- 
LATION: 

A summary of federal legislation of interest to 
physicians and employees was published in the 
American Medical Association Bulletin, January, 
1936. The outstanding measures are the Social Se- 
curity Act, and the Copeland food, drugs, devices 
and cosmetic bills. 

(a) Social Security Act: 

This act imposes certain federal taxes on em- 
ployers and employees; physicians should cooperate 
in good faith. The act as it now stands does not 
refer to health insurance, but it authorizes the 
Social Security Board to investigate and report 
concerning social insurance, and under this author- 
ity the board can and may investigate and report 
on national health insurance. The reference com- 
mittee, in its report, suggests that local profes- 
sional men participate in organization of the state 
structure, in helping build up the program under 
this act; otherwise, the state social legislative struc- 
ture that will be built up in each state might cre- 
ate conditions difficult to administer. This is par- 
ticularly true as the basic requirements of federal 
legislation under this act are broad. The commit- 
tee felt that there was no likelihood of federal 
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health insurance legislation during the coming 
year. This proposition, however, was suggested as 
part of the Social Security Bill, but was elected be- 
fore passed by Congress. 

(b) Food and Drug Bill: 

This Bureau cooperated with certain House of 
Representative committees in an attempt to amend 
the so-called Copeland food and drug bill. On the 
whole, the bill gave no promise of protection to the 
people over that afforded by the Food and Drugs 
Act of 1906. An effort was made to bring about a 
revision or rewriting of the Copeland bil so as to 
make it accomplish the purpose for which it was 
intended. 


(c) Medical Service for Works Progress Admin- 

istration Employees: 

Under the W.P.A. program, persons are being 
employed in large numbers, but at wages appar- 
ently insufficient to enable them to provide them- 
selves and their dependents with the necessities of 
life, including medical and hospital care. This pro- 
gram provides essential medical and surgical care 
only in case of traumatic injury in the line of 
duty. The result is that these employables are de- 
pendent upon their states or politicai units of such 
states, and on private charity, including the char- 
ity of physicians, for medical and hospital ser- 
vices. Until the administration pays more wages, 
physicians, in accordance with the best traditions 
of the profession, should see that no deserving per- 
son suffers unnecessarily for lack of this care. 


(d) Medical Service for Wards of the Rural Re- 

settlement Administration: 

The same conditions exist with reference to med- 
ical care under this program as described under 
the W.P.A. Persons located on rural resettlements 
seem to be so limited in income as to be totally 
unable to provide medical and hospital care for 
themselves and dependents. Apparently, too, they 
must depend upon the state, and the local medical 
profession for medical and hospital aid, gratis or 
at prices within their reach, while they are endeav- 
oring to establish themselves. 


(e) Industrial Medicine in Department of Labor: 

Matters are now pending in both houses of Con- 
gress to authorize the Secretary of Labor to ap- 
point a board to investigate the health conditions 
of workers employed in the construction and main- 
tenance of public utilities, notwithstanding the 
effective work of the bureau of public service in 
the field of industrial medicine. 

(f) Veterans’ Legislation: 

No legislation has been introduced in Congress 
since the last report to the House of Delegates pro- 
posing to enlarge the privileges of veterans with 
respect to medical care and hospitalization. 

(g) Reallocation of Federal Bureau of Narcotics: 

If pending legislation is passed, the Federal Bu- 
reau of Narcotics will become a unit in a newly 
created Secret Service Division of the Treasury De- 
partment. This bill, so far as can be determined 
by the Board of Trustees, will not lead to objec- 
tionable surveillance of physicians by secret ser- 
vice officials, and no sufficient reason appears for 
opposing the enactment of the bill. 

(h) Pensions for Contract Surgeons, Spanish- 
American War: ..No progress has been made to- 
ward procuring pensions for contract surgeons of 
the Spanish-American war for disability due to 
age. Efforts to arouse interest in the committee 
of Congress have proved unavailing. 

Bills are pending in Congress to legalize dis- 
semination of information, preparations and de- 
vices against conception. Other bills pending are 
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designed to facilitate the prosecution of persons 
who send by mail indecent and obscene articles 
and contraceptive information, devices and prep- 
aration. The association has taken no part in 
these activities, 

(j) State Health Insurance: In 7 states 
bills were proposed looking toward the establish- 
ment of compulsory systems of state health insur- 
ance, but none has been enacted. 

(k) Uniform Narcotic Drug Act: The uniform 
narcotic act, approved by the American Medical 
Association was adopted in 1935 in 19 states, with 
or without modification. It is now in force in 29 
states. Laws regulating the sale and distribution 
of certain hypnotic drugs, notably barbituric acid 
derivatives, were enacted in 7 states, and are now 
in force in 14 states. 

(1) Laws Relating to Practice of Healing Art: 

Medical practice acts were amended in 11 states. 
Iowa enacted a Basic Science Act. A physicians’ 
liens law was enacted in 1 state, enabling physi- 
cians to establish liens to secure payment for ser- 
vices rendered persons injured by accidents for 
which other persons were responsible. 

(m) Hospital Service Corporation: Four states 
passed laws enabling organizations of hospital ser- 
vice corporations to provide for hospital care for 
their members or subscribers. This matter is un- 
der a serious study by the Bureau of Economics. 

(n) Workmen’s Compensation Acts: Several 
states have enlarged the privileges extended to 
workmen, particularly in the matter of compen- 
sation for occupational diseases, and in 1 state, 
disability due to silcosis was made compensible. 
There have been several successful efforts on the 
part of medical societies to effect better relation- 
ships between the medical profession and various 
bodies dealing with or enforcing workmen’s com- 
pensation status. 

(o) United States Department of Health: In 
view of certain government investigations under 
way, looking toward the reorganization of the ex- 
ecutive departments and offices of the federal gov- 
ernment, one of which has particular reference to 
the reorganization of the health service, it is be- 
lieved expedient for the American Medical Associ- 
ation to seek the establishment now of a United 
States Department of Health, with a cabinet of- 
ficer at its head. 

(p) Integration of Medical Profession: No new 
developments have appeared concerning the inte- 
gration of the medical profession. No scheme has 
as yet been devised that will be effective in bring- 
oe cult practitioners under supervision and con- 


(q) Cooperation by State and County Associa- 
tions: ‘The Board of Trustees, and the Reference 
Committee on Reports both feel that the Bureau 
of Legal Medicine and Legislation cannot give le- 
gal advice to individual members. concerning per- 
sonal leeal problems. They feel that they can and 
should limit their replies, to advantage. only to 
such inquiries as have been directed to the prop- 
er officers of state associations and all matters 
concerning problems of any state should be han- 
dled by an authorized officer, such as the secre- 


(I) BUREAU OF MEDICAL ECONOMICS: 

The activities of the Bureau of Medical Econom- 
ics for the year may be summarized under the fol- 
lowing headings: 

(a) Sickness Insurance: Continued study of 
the subject is being made with collection of reports 
of foreign systems, statistical data and compari- 
son of vital statistics under these systems with 
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nearly comparable statistics in the United States, 
where possible. 

(b) Medical Service Plans: Collection of data 
and descriptive material to show well planned and 
balanced county medical society programs and the 
relative emphasis given to medical service plans; 
and an effort to determine the measure of suc- 
cess attained by these plans in serving sick people, 

(c) Distribution of Physicians in the United 
States: A study with tables and charts to show, in 
part, the distribution of physicians according to 
population, type of practice, age and geographic 
location. 

(d) Medical Relations under Workmen’s Com- 
pensation: Revision and publication of original 
report on this subject including changes in com- 
pensation laws and relations that were made dur- 
ing the past 3 years. 

(e) Care of the Indigent Sick: Comments and 
suggestions offered on plans for the medical care 
of the indigent proposed by county and state med- 
ical societies. 

(f) University and College Health Service: 
Completion of .a study of university and college 
student health service which was requested by the 
Board of Trustees and publication of the summary, 

(g) Group Hospitalization: Attempt to define 
the term “group hospitalization”; compilation of 
lists of group hospitalization organizations; collec- 
tion of data pertaining to the experience of this 
new method of providing hospital facilities for the 
sick: criticism of proposed plans and advice con- 
cerning the attitude of the American Medical As- 
sociation toward such plans. 

(h) A report nearly completed, shows the 
economic implications in the principles of medical 
ethics, and a discussion of the ethical applications 
of the principles of medical economics. 

(i) Debate on State Medicine: Preparation of 
special article for the official handbook of the Na- 
tional University Extension Association Debate 
Committee; distribution of publications of the Bu- 
reau of Medical Economics in medical societies, 
individual physicians, student debating teams, uni- 
versity extension departments, and high school and 
college libraries. 

(J) BUREAU OF HEALTH AND PUBLIC IN- 

STRUCTION. 

Considerable expansion in the scope of the Bu- 
reau’s work has necessitated an assistant director 
to the staff. Its weekly radio program has been 
received with great favor throughout the nation. 
Appeals to this body have been made to eliminate 
some of the evils of radio in dissemination of pub- 
lic health matters. The major companies have 
taken satisfactory steps to eliminate certain ob- 
jectionable types of health advertising. 

(K) BUREAU OF INVESTIGATIONS 

There is an increasing interest on the part of 
the general public in the study of nostrums and 
quackery, especially in educational institutions. It 
cooperates with the Federal Trade Commission. 
The Food and Drug Administration, The Federal 
Communications Commission, the Post-Office De- 
partment, and the Federal Bureau of Investigation. 
(L) COMMITTEE ON FOODS: 

The committee continued its efforts to approve 
— foods and products, and to police adver- 


The remainder of the report of the Board of 
Trustees discussed certain resolutions which had 
been presented to it, namely, the question of in- 
struction in medical schools, regarding organized 
medicine, and the benefits derived through mem- 
bership in medical societies; a resolution on op- 
position to the continuation of the Dick scarlet 
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fever patent, and a resolution on opposition to the 
Copeland pure food bill, and to advertising of 
drugs and drug products by pharmaceutical houses 
to the laity. This report also included the find- 
ings of the Committee on Therapeutic Research, 
the Committee on Scientific Research, the Treas- 
urer’s report and a discussion of the correspond- 
ence that had been conducted with the Army Med- 
ical Department, with a result that some 3,000 
subscriptions for Hygeia have been promised for 
the nation’s C.C.C. Camps. 


REPORT OF THE JUDICIAL COUNCIL: 


The report of the Judicial Council discussed, 
largely, the following subjects: 

(a) There has been a much closer alliance be- 
tween this council, and the Council of Medical Ed- 
ucation and Hospitals. 

(b) The committee discussed the rights of oste- 
opaths to admit patients to institutions in certain 
states and suggested a more aggressive action of 
the medical profession of those states, lest the 
standards of medical practice be lowered. 

(c) It called to the attention of the delegates 
the necessity of administrative officers of state and 
local medical societies’ proceeding along establish- 
ed lines in all matters pertaining to trials; order- 
ly procedure and common legal principles are the 

(d) ‘The council discussed the question of group 
in trial procedures. 

(ad) ‘The counci discussed the auestion of group 
hospitalization plans, and implications carried 
out thus far by hospital insurance plans seriously 
challenge the status of the physician. This type of 
plan is an economic device which is spreading na- 
tionally, and carries the approval of the American 
Hospital Association. The council fears that these 
plans, as they progress, will eventually try to in- 
clude the sale of medical service, and in so doing, 
invade the practice of medicine. It is well known 
that at the present time, various hospitals are en- 
gacing in the practice of medicine. sometimes with 
and sometimes against the desire of the members 
of our profession involved in such instances. There- 
fore. they suggested that further marriages be- 
tween hospitals and staff physicians, where the 
physician is the servant of the hospital. should be 
stooved. Our accepted ethical principals are ade- 
quate at the present time, and the task is not im- 
possible. althouch it will need a militant local and 
national ethical svirit behind it. Should these plans 
gain much ascendency. there will be a gradual sub- 
jugation of the medical profession in the growth 
of hospital domination. 

(e) ‘The council reviewed in no uncertain terms 
its conception of the many and varied types of 
proposals which it receives from various cultists 
who seek the questions involved in rendering 
sound scientific service to the sick. and protested 
vigorously against these proposals. The council ex- 
pressed the opinion that it is iust as unvpractical 
to suggest that the small percentage of cult prac- 
titioners will be raised to our professional stand- 
ards, as it is to expect that a few rot-speckled ap- 
ples in an apple barrel will become wholesome be- 
_ of the preponderance of sound, healthy ap- 
ples. 

In a supplementary report, the members of this 
board called attention to the fact that there are 
several members of this association who are either 
serving sentences for felonies. or have recently 
terminated sentences, and that their names are car- 
tied in the American Medical Directory. This condi- 
tion is brought about by county and state so- 
Cieties neglecting or refusing to expel such felons. 
The council suggested a change in the by-laws, and 
offered an amendment to chapter XI, section 1, 
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which was adopted, and reads as follows: “Mem- 
bership in this Association shall continue only so 
long as the individual is a9 member of a com- 
ponent society of the constituent state association 
through which he holds membership, and who is 
not now serving or within twelve months has not 
served, a sentence of felony.” 

Another amendment to the constitution was 
sought and obtained by the judicial council rela- 
tive to the creation of a method whereby disciplin- 
ary action toward any member could be carried 
before the state association or even the national 
organization, when, in some instances the situation 
is manifestly too great for the county society in- 
volved to handle. 

In response to the request of the council, the 
following amendment was adopted: to chapter IX, 
section 1, the second power invested in the Judicial 
Council, to read (2) “all controversies arising under 
the Constitution and By-Laws, and under the Prin- 
ciples of Medical Ethics, to which the American 
Medical Association is a party,” add to this chap- 
ter, “The Judicial Council shall have authority in 
its discretion from time to time to request the 
President to appoint investigating agents to which 
it may refer complaints or evidence of unethical 
conduct which in its judgment are of greater than 
local concern. Such investigating juries, if prob- 
able cause for action be shown, shall report with 
formal charges to the President, who, in the name 
and on behalf of the A. M. A. shall prosecute the 
charges against the accused before the Judicial 
Council. The Council shall have the power to ac- 
quit, admonish, suspend or expel the accused.” 


REPORT OF THE COMMITTEE TO STUDY CON- 
TRACEPTIVE PRACTICES AND RELATED 


The initial report of this committee, which was 
created by action of the House of Delegates the 
year before, gave a comprehensive review of the 
many factors involved in their study, including the 
questions of population, eugenics, economic consid- 
erations, moral considerations, medical considera- 
tions, and offered the following recommendations: 

1. That a committee be appointed to continue a 
study of birth control, and to report further to the 
og of Delegates in 1937. This motion was car- 


2. That steps be taken to develop standards for 
a contraceptive materials. This motion was 


= That the committee desires to record its dis- 
approval of propaganda directed to the public by 
lay bodies organized solely for the purpose of dis- 
seminating (without consideration or restraint) 
contraceptive information. 


REPORT OF THE COUNCIL ON MEDICAL EDU- 
CATION AND HOSPITALS: 

The council has brought to the attention of all 
hospitals approved for intern training, the neces- 
sity of having on their staffs only those physi- 
cians who are members in good standing in their 
local medical societies. 

Because of the large number of resolutions pre- 
sented, the council has been trying to stimulate in- 
terest in the teaching of economics in all medical 
schools. They find few professors connected with 
these institutions capable of presenting this matter 
before students, and it seems evident that teach- 
ers Sa economics will have to be specially 

The council has almost completed its inspection 
of all medical schools. They find that economic 

conditions have resulted in some schools, admit- 
ting more students than they can properly handle, 
in order to secure tuition fees. An attempt was 
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made to inspect osteopathic schools, but they were 
refused admission. The council feels that the public 
has a right to know whether these schools are 
properly equipped to teach medicine, since the 
osteopaths in many states have demanded or ob- 
tained the unrestricted right to practice medicine. 

This report also gave a complete summary of the 
facts and figures of their annual hospital survey, 
including surveys of schools of occupational ther- 
apy. It also has visited the schools for the train- 
ing of technicians in physical therapy, and is now 
ready to present its outline of “standards” to the 
House of Delegates for approval or rejection. The 
council has also expressed its approval of examin- 
ing boards in the following specialties: dermatoi- 
ogy and syphilology, orthopedic surgery, pediatrics, 
psychiatry and neurology and radiology. 

The council proposed to undertake a survey of 
the graduate training of physicians during the 
coming year, in the training of specialists or in 
approved methods of training for the improvement 
of practitioners. They have under study: 

(a) courses of instruction offered by recognized 
institutions and 

(b) extension courses, in which the instruc- 
tion is carried to the physician in or near his own 
home by selected teachers operating under the di- 
rection of the educational committee of the state 
society. 


REPORT OF THE NATIONAL COMMITTEE ON 
LEGISLATION: 


The following represents the most essential prob- 
lems which have come within the scope of the na- 
tional committee on legislation: 

1. Many suggestions have come relative to en- 
couraging sound economic philosophy in prospec- 
tive medical students in secondary schools and col- 
leges, so that those contemplating a medical ca- 
reer, will be better versed in sound economic and 
social philosophy. 

2. A diligent effort was made by the committee 
to see that senate amendment, 39, was retained in 
the war appropriations bill, which has to do with 
continuation of medical units in the Reserve Offi- 
cers Training Corps. 

3. A conference was arranged with the women’s 
subsidiary organization of the American Farm Bu- 
reau Association. Through this women’s group, it 
was learned that.one more or less radical portion 
had passed a resolution endorsing national social 
insurance, which resolution was intended as a rec- 
ommendation to the parent organization for adop- 
tion. Through the efforts of this committee of 
medical men, the attitude on the part of the ex- 
ecutive members of the women’s group was chang- 
ed. This women’s group then caused the farm bu- 
reau to appoint a committee to conduct research 
along the line of what might be done, and invited 
the cooperation of the American Medical Associa- 
tion. Up to the present time, had it not been for 
this conference between members of our legislative 
committee and this women’s group, and had it not 
been for the action taken by this women’s group, 
the announcement of the American Farm Bureau 
undoubtedly would have been in Washington: 
“We are in favor of national social insurance. This 
Bureau represents about 1,200,000 persons, while 
two other farm groups of similar proportions are 
influenced by the decisions of the American Farm 
Bureau. Following these preliminary conferences, 
3 executives of the farm bureau were appointed, 
and met with the committee on legislation, and 
some interesting points were discovered, namely: 
(a) they were not asking for free medical service; 
(b) there was considerable need for an adjustment 
of the ordinary mileage fee schedule on the part of 
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doctors; and (c) they were deeply interested in se- 
curing more adequate medical care for rural com- 
munities everywhere. The committee on legislation 
then, working with our bureau of economics agreed 
to prepare questionnaires for approval of the farm 
bureau, also to prepare other types of question- 
naires for submission to the secretary of each state 
medical: society. These prepared questionnaires 
have been sent out, and at the present time, an an- 
alysis is being made from the ones which have been 
returned. The result of this survey is published in 
the Journal. It has been found out, however, since 
these conferences, that these questionnaires are not 
all that the representatives of the farm bureau 
want. They seem, at this time, to be interested in 
some plan involving the insurance principle, but 
the answer, to date, cannot be stated. They sug- 
gest the advisability and necessity of feeling con- 
siderable responsibility on rural medical care, and 
that we should continue our efforts to find the 
right solution for the social problems which touch 
the practice of medicine. 

4. A conference was arranged in Washington, 
D.C. with the Veterans Administration, and with 
the American Legion. It was found: 

(a) there were no unusual developments in vet- 
erans legislation at this time; and 

(b) no pressing demands are being made by 
the American Legion for the erection of additional 
hospitals by the Veterans Administration. 

5. The committee has been deeply interested in 
the claims of contract surgeons of the Spanish- 
American war. 

6. Through conferences with the directors of 
the Food and Drug Administration in the Depart- 
ment of Agriculture, the committee was led to be- 
lieve that organized medicine could be of tremen- 
dous assistance in the enactment of an effective 
foods and drugs act. 

7. The committee found that licensing medical 
boards permit 80 per cent of the physicians con- 
victed of the illegal use of narcotics to continue in 
practice. This is displeasing to the Bureau of Nar- 
cotics, but they are trying in all ways to cooperate 
with the state authorities; but unless the authori- 
ties take drastic steps, the Bureau threatens to 
take away the Narcotic license of an intentional 
violator of the Harrison Narcotic Act. 

8. Contacts"were made between our committee 
and the Children’s Bureau, the Department of La- 
bor, and the United States Public Health Service. 
Different programs set up by the state health de- 
partment, or other authorized organization in each 
state, were acceptable only after meeting certain 
basic requirements as outlined in the social secur- 
ity act. There is, though, in different states con- 
siderable variance in the manner in which the 
work is directed, either in state departments of 
health, or in departments of public welfare. The 
gentlemen who direct these activities, touching up- 
on the practice of medicine, are all physicians of 
years of experience in private practice, and gave 
evidence of sympathetic points of view in consid- 
ering the medical profession in its relation to the 
administration of these programs. It was made 
clear, however, that any medical society which 
shows no interest or is unable to secure satisfactory 
state organization for the administration of the 
act, the Bureau in Washington is unable to par- 
ticularize sufficiently to solve medical problems 
which obviously must be handled locally. Our 
committee feels that we must cooperate to develop 
plans in our states which will preserve all the 
rights of private practice, inasmuch as wrong 
plans, based on a few unsound principles, could 
easily prove to be an opening wedge for further 
inroads on the private practice which would be 
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difficult to stop. The leaders of medicine, and the 
committees in state societies, should be intimately 
associated with administrative health authorities, 
so that no plan, obnoxious or unworkable, will be 
devised to distribute these governmental benefits, 
to the detriment of the people or to the doctors. 
9. Our committee contacted the American Fed- 
; — of Labor, and found that this organization 


(a) not in favor of sickness insurance; (b) 
labor can be placed on record as being opposed to 
“company doctors’, “contract doctors’, and “politi- 
cal doctors”, and (c) it wishes only employment 
under conditions compatible with health and rea- 
sonable living standards, and that it will care for 
its own medical problems. 

NEW BUSINESS INTRODUCED INTO THE 
HOUSE OF DELEGATES, AND ACTION TAK- 
EN: 

The following resolutions seem most important: 

1. Resolution on status of and responsibility for 
answers published in queries and minor notes in 
the Journal: 

Reason: Answers published under this depart- 
ment are unsigned, and give to the casual reader 
the impression that they represent official opinion 
of the American Medical Association; therefore, 
steps should be taken to make plain the status of 
and responsibility for the answers published. 

Action: Recommendation was made that in the 
future a statement be placed at the head of this 
section of the journal which definitely states that 
the answers do not represent the consensus of opin- 
ion of any official body of the association. 

2. Resolution on taking steps that will result in 
practice of medicine, being conducted by physicians 
and not by hospitals. 
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Reason: Certain lay groups are arranging for or 
attempting to arrange for the provision of diagnos- 
tic medical services along with and as a part of 
hospital services, thus fostering fundamental 
changes in the practice of medicine. 

Action: The Council on Medical Education and 
Hospitals was authorized and directed to take such 
steps as will result in the practice of medicine be- 
ing conducted by physicians and not by hospitals, 
and to report its progress to the House of Delegates 
from time to time. 

3. Resolution disapproving division of any 
branch of medicine into technical and professional 
portions. 

Reason: The same as above (2). Lay groups are 
attempting to foster diagnostic medical service, in- 
cluding radiology, along with and as part of hos- 
pital service, under some of these group hospital 


Pians. 

Action: The practice of radiology, whether for 
diagnostic or therapeutic purposes, constitutes in 
fact the practice or medicine, and the nouse rec- 
ommended that all services connected with the 
practice of radiology be under the direct control 
and supervision of the medical profession, and. this 
same principle pertains to all other technical and 
professional services. 


4. Resolution on control of occupational diseas- 
es: 


Reason: The development within recent years of 
an increase in recognition of the seriousness of 
diseases arising from condition to which workers 
are exposed to certain occupations, particularly 
from inhalation of dusts. 

Action: It is deemed essential that all ef- 
forts by governmental agencies in the study and 
elimination of these occupational diseases should 
be carried out under the supervision of the city, 
state or federal departments of health, and that 
the Board ot Trustees be instructed to enlarge its 
study of industrial hygiene, occupational diseases, 
and particularly silicosis, to the end that uniform 
legislation be put into effect in all the states to 
control these conditions. 


5. Resolution requesting establishment of a 
committee to study the scientific status and devel- 
opment of progress in air condition: 

Reason: Rapid progress is being made at the 
present time in the development of mechanical 
and other services for modifying and controil- 
ing the air we breathe, and the conditions of res- 
piration. 

Action: The Board of Trustees was instructed 
to appoint a committee and provide funds for as- 
certaining the scientific status of methods and the 
development of progress in air conditioning. 


6. Resolution requesting the appointment of 4 
committee on asphyxia: 

Reason: It has been satisfactotrily established 
that asphyxiation constitutes a major medical 
problem, and deserves further study. 

Action: The House of Delegates by vote created 
the committee, with instructions to cooperate with 
the Society for the Prevention of Asphyxial Death, 
the Bureau of Exhibits of the A.M.A. Convention, 
and the National Committee of Anesthesia. 

7. Resolution on entrance requirements to med- 
ical courses of educational institutions: 

Reason: That the relationship between physi- 
cian and patient embodies many factors which 
must be considered in the determination of an in- 
dividual’s fitness to become a doctor of medicine, 
and that entrance requirements seem to be evalu- 
ated largely upon academic basis only, and should 
consider character, personality, adaptability, so- 
cial fitness and motivation. 
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Action: The house transmitted to the Council of 
Medical Education the recommendation that en- 
trance requirements of future applicants to our 
medical schools be conditioned on the above men- 
tioned qualifications. 

8. Resolution condemning as unethical the list- 
ing of physicians by specialty in directories pub- 
lished by commercial concerns: 

Reason: That commercial interests are publish- 
ing medical directories, listing physicians by spe- 
cialty and otherwise, as available for insurance and 


compensation work, and these publications merely . 


serve for the profit of the promoters, and techni- 
cally is an indirect solicitation of patients. 

Action: These directories are subtle ways of 
avoiding the pronouncement of the principles of 
medical ethics, as concerning solicitation of pa- 
tients, and the real intent is the purchase of the 
publication of the buyer’s name for the purpose of 
obtaining patients, therefore, the House of Dele- 
gates condemns these practices as unethical and 
suggests that each state forbid its members to con- 
tinue listing their names in such directories. 

9. Resolution on granting approval to hospitals 
for general internships or residencies. 

Reason: Interns or residents are getting their 
training in some hospitals and are under the tute- 
lage of physicians who are obtaining patients 
through solicitation and other types of unethical 
practices. These unethical practitioners are being 
given special privileges by these hospitals, and this 
practice is destroying the professional idealism of 
young physicians. 

Action: The resolution was adopted, demanding 
that the Council of Medical Education and Hos- 
pitals refrain from granting approval to any hos- 
pital, until the hospital in question has shown that 
it does not, through unethical staff members vio- 


late the principles of medical ethics. These hos- 
pitals must show that they are not granting spe- 
cial privileges to any of its staff members by al- 
lowing lower rates for patients of such staff mem- 


10. Resolution on opposition to granting a sin- 
gle short wave frequency to commercial concerns 
for emergency communications to physicians. 

Reason: An owner of a commercial telephone 
exchange has petitioned the Federal Communica- 
tions Committee for the allocation of a single short 
wave frequency to be used in a projected radio- 
paging service to be sold to the members of the 
medical profession, thus conferring a nation-wide 
monopoly of emergency radio communications. 

Action: The House of Delegates adopted a res- 
olution, opposing the granting of a single short- 
wave frequency to any commercial concern for 
emergency communication with physicians. The 
house favored a plan whereby an allocation of 
frequencies for this purpose be arranged with local 
stations, and then only following recommendation 
of the local medical society in the city concerned. 

11. Resolution on proposed legislation dealing 
with helium. 

Reason: The present law provides for an alloca- 
tion of available helium for the purpose of medical 
research only, and it is felt that since helium is of 
marked therapeutic value in asthma and obstruc- 
tive lesions of the trachea, there should be a law 
passed (one pending in Congress now) which would 
provide helium for medical treatments. 

Action: The House of Delegates voted the adop- 
tion of this resolution. 

12. Resolution on appointment of committee to 
study problems of motor vehicle accidents: 

Reason: Since the streets are now battlefields, 
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and thousands are killed each year by reckless, in- 
competent and physically disqualified drivers, and 
since the medical profesion has for centures stood 
for the safeguarding of life and prevention of in- 
jury, it should appoint a committee to survey and 
study the problems of motor vehicle accidents. 

Action: The committee on legislation and public 
relations approved the resolution, but recommend- 
ed that it be referred to the Board of Trustees, in- 
asmuch as an appropriation of money was made 
mandatory by the resolution. 


13. Resolution regarding graduates of medical 
schools of foreign countries. 

Reason: There are more than 1500 students of 
American birth studying in foreign countries, many 
of whom do not have acceptable credits for en- 
trance to our own schools, and files of the various 
councils show that many of the foreign schools do 
not maintain and enforce the high set by 
our schools. 

Action: The resolution was ‘adopted. 

Therefore an examining board should be created 
whereby each applicant from any of these schools 
who wishes to practice in this country should go be- 
fore this board and pass a written examination, 
also he should spend one year as an interne in one 
of our approved hospitals, or finish one year (4th 
year) in one of our class A medical schools. 


14. Resolution requesting that the state medi- 
cal asociation be notified when a hospital is 
threatened with a removal from the accredited list. 

Reason: The Council of Medical Education and 
Hospitals was criticized in this resolution because 
of its failure in the past to inform and consult with 
interested state medical societies, have denied a 
respectful petition for correction of this type of 
procedure, had proceeded to remove hospitals 
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from accredited list; therefore, the council, in the 
future, shall notify the constituted authorities of 
interested state medical societies, and allow said 
society a reasonable opportunity to be heard before 
the council, when said council contemplates takihg 
any action concerning the ranking of any hospital. 
Action: The resolution was adopted as follows: 
The Council of Medical Education and Hospitals, 
in all actions concerning the rating of hospitals 
having to do with the appointment of interns and 
residents shall, when a hospital is threatened with 
removal from the accredited list, permit such hos- 
pital to seek the advice and assistance of the auth- 
orities of the state medical association. 
15. Resolution on federal aid to hospitals: 
Reason: There exists a cooperative at Elk City, 
Okla.; the federal government contemplates the 
loaning of money to lay individuals for the purpose 
of buying stock in this enterprise; this hospital is 
not operated by rules conforming to the principles 
of ethics of the A.MA.. and is under the charge of 
an M.D. who has been expelled from his county 
society; loans of this sort, are contrary to public 
nga and to the interests of the medical profes- 
on. 


Action: The resolution was adopted, instructing 
the Board of Trustees to investigate the situation 
at the hospital mentioned, as well as to investi- 
gate the policies of the federal government in gen- 
eral, and to take such action as seems necessary to 
protect the interests of the public, and the medi- 
cal profession, and if the board thinks wise, to 
transmit the information to the President, the 
President of the Senate, the Speaker of the House 
of Representatives, the Director of the Budget and 
the undersecretary of agriculture in charge of Ru- 
ral Resettlement Administration. 
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it is desirable to control acidi- 
fication more accurately, may we 
suqqest the use of Poland Water, 
because it is extremely pure — 
chemically and bacteriologically 
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